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hrombin 
Topical 


THROMBIN TOPICAL acts directly on the 
blood fibrinogen to form a firm, adherent, natural 
clot, producing hemostasis in a matter 

of seconds. Whether you spray, flood or dust it 
onto affected surfaces, THROMBIN TOPICAL 
helps control capillary bleeding in abdominal 
surgery, brain and bone surgery, skin grafting, 
nose and throat operations, prostatic surgery, 
dental extraction, bleeding incident to drainage, 
excision or debridement, and many other 
operative procedures. 

THROMBIN TOPICAL (bovine origin) is supplied in vials 
containing 5000 N.I.H. units each, with one 5-ce. vial 

of sterile isotonic saline diluent. Also available in a package 


containing three vials of THROMBIN TOPICAL 
(1000 N.I.H. units each) and one 6-cc. vial of diluent. 


THROMBIN TOPICAL should never be injected. 
It is intended for topical use only. 
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Lower Right Quadrant 
the Abdomen 


1 Spermatic artery 9 Cecum 17 Ileocecal lymph nodes 


ations 10 Ureter and external iliac 18 Mesentery 
2 Ascending colon . artery and vein 

3 Mesocolon , 11 Epigastric artery and vein 

20 Il ] fold and - 
4 of ileocolic artery 12 Lateral umbilical ligament ry d 
sia 13 Aorta and abdominal aortic 21 Vermi dix 
5 Parietal peritoneum plexus ermiform appen 
6 Ileocecal valve 14 Vena cava 
7 Frenum 15 Intestinal arteries and veins 23 Rectum 


8 Appendicocecal valve 16 Sympathetic abdominal plexus 24 Urinary bladder 


22 Sigmoid colon 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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As an adjunct to surgery 


in APPENDICITIS 


and its complications — 


Aureomycin 


HYDROCHLORIDE CRYSTALLINE 


1S unexcelled in toleration, 
prompt action and 


scope of antibacterial effects. 


C Literature available on reguest- 


* 


* * 


LEDERLE LABORATORIES DIVISION 
american Cyanamid company 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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Kansas City Southwest Clinical Society 
3/st Annual Fall Clinical Conference 


MUNICIPAL AUDITORIUM—KANSAS CITY, MISSOURI 
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“Bleeding in the Upper Gastrointestinal Tract” 
(September 28) 


Clinicopathologic Conference 
(September 29) 
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(September 30) 


“Newer -Concepts in the Treatment of the Geriatric Patient” 
(October 1) 


This page, given here to the encouragement of uate clinical education, serves medicine at 
other times through the messages on drug and liquor dictions of the Ralph Sanitarium, 529 Highland 
Avenue, Kansas City 6, Missouri. Telephone: Vitter 3624. 
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ALWAYS CONSIDER 


| 


a selective action antibiotic 


ORALLY EFFECTIVE 


against these coccal infections—especially indicated 
when patients are allergic to penicillin and other anti- 
biotics or when the organism is resistant. 


A DRUG OF CHOICE 


against staphylococci—because of the high incidence of 
staphylococcal resistance to other antibiotics. 


A DRUG OF CHOICE 


because it does not materially alter normal intestinal 
flora; gastrointestinal disturbances rare; no serious side 
effects reported. 


ADVANTAGEOUS 


because the special acid-resistant coating developed by 
Abbott, and Abbott’s built-in disintegrator, assure rapid 
dispersal and absorption in the upper intestinal tract. 


USE ERYTHROCIN 
in pharyngitis, tonsillitis, scarlet fever, pneumonia, ery- 
sipelas, osteomyelitis, pyoderma 

and other indicated conditions. Abbett 


% Trade Mark 
Erythromycin, Abbott 
Crystalline 
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“To the blow when 
you Aay..."Mo Salt!”... 


SZ 


Neocu 


ppetizing 


— gives a zestful “salty” flavor to the 
sodium-restricted diet —helps to keep the patient on the 
salt-free regimen by making meals tasty. 


Neocurtasal may be used wherever sodium restriction is indicated — 
it is completely sodium-free. May be used like ordinary table salt — added 
4o foods during or before cooking or used to season foods at the table. 
4 


WINTHROP 


Neocurtasal 


(potassium iodide 0.01 per cent) 
supplied in 2 oz. shokers faa trustworthy non-sodium containing salt substitute 
and 8 oz. bottles. 


1. Heller, E. M.: The Treatment of Essentiol Write for pad of diet sheets. 


WINTHROP-STEARNS INC. 


NEW YORK 18, N.Y. + WINDSOR, ONT. 
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Neocurtosal, trademark reg. U.S. & Conoda 
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20% PRICE REDUCTION* ON 
50-MG. TABLET 


20% ADDITIONAL SAVING* WITH 
NEW 100-MG. TABLET 


Now supplied as tablets 
in 4 different potencies 


IX 
. 
‘PRICE REDUCTION = 
J 
maintenanee therapy with 
Advaneage may Betaken of the econ: 
and combenieace of thenewhigh 
potency 100mg. for mainte. - 
nance thetapyseprovided the patient's, 
particular dosage requirements have 
antih =tensi agent of choice, 
{ _Apresoline hydrochloride has Opal effi 
am ~_pressute gradually, as it does in the 
100 mg. vascular tone so that cerebral circula. 
“tion is not diminished It constitutes 
a major advance the treatment of 3 
‘Ciba Pharmacentitab Product Ine. 
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Meat... 


and the Diet after 50 


Although caloric needs in the later decades of life lessen with decreasing 
physical activity and diminishing metabolic rate, clinical observations! corrobo- 
rated by experimental studies? show that protein needs of the aging organism 
continue at the levels of adequacy in earlier years.’ For avoidance of protein defi- 
ciencies, which the aged are prone to develop,‘ the protein quota of the diet of 
persons over fifty should be more liberal than is often the practice.5 In providing 
this quota, lean meat may well be one of the protein foods of the daily diet. 


In the years beyond fifty, as well as before, continuous adequate protein 
nutrition remains an absolute necessity for maintenance of a normal concentration 
of plasma proteins and, in turn, a normal osmotic pressure of the plasma.6 Even 
more pronounced in the aged than in younger persons are the ill consequences of 
hypoproteinemia—edema, decreased resistance to generalized infection, retarded 
bone healing, and poor wound healing.” Furthermore, dietary protein is essential 
for the continuous chemical regeneration of cell protein in the prevention of 
abnormal tissue wasting, one of the most characteristic and obvious changes in 
the geriatric patient. 

But meat is much more than an outstanding protective protein food in the 
dietary of persons over fifty. It also supplies generous amounts of the B group of 
vitamins and of iron, phosphorus, and other essential minerals. In the well- 
balanced diet of the later years of life, meat is just as important for the maintenance 
of nutritional and physiologic well-being as it is during the earlier years of life. 


REFERENCES 
1. Freeman, J. T.: Basic Factors of Nutrition in Old Age, in Health and Disease, ed. 6., Philadelphia, W. B. 


Geriatrics 2:41 (Jan.-Feb.) 1947. Saunders Company, 1952, p. 222. 
2. Sherman, H. C.: Chemistry of Food and Nutrition, ed. | 6. Madden, S. C., and Whipple, G. H.: Amino Acids in 
8, New York, The Macmillan Company, 1952, p. 208. the Production of Plasma Protein and Nitrogen Bal- 
3. Tuohy, E. L.: Feeding the Aged, J.A.M.A. 121:42 ance, Am. J. M. Sc. 211:149 (Feb.) 1946. 
(Jan. 2) 1943. 7. Fishback, F. C.: Surgery in the Aged, Clinics 4:1250 
4. Ohlson, M. A.; Roberts, P. H.; Joseph, S. A., and (Feb.) 1946. Zintel, H. A.: The Role of ‘ae in 
Nelson, P. M.: Dietary Practices of One Hundred Preoperative and Postoperative Care, Am. J. M. Sc. 
Women from Forty to Seventy-Five Years of Age, 207:204 (Feb.) 1944. 
J. Am. Dietet. A. 24:286 (Apr.) 1948. 8. Kirk, J. E.: Nutrition and Aging, Nutrition Rev. 9:321 


5. McLester, J. S., and Darby, W. J.: Nutrition and Diet (Nov.) 1951. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement agit: 
are acceptable to the Council on Foods and 34ers 
Nutrition of the American Medical Association. 3 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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PROGRESS THROUGH RESEARCH 


New Research Laboratory 
Of R. J. Reynolds Tobacco Company 


The makers of Camels never cease 
their efforts to maintain and to improve 
the standards of quality that distinguish 
America’s most popular cigarette. 


The plant shown above, which was opened 
this year, is a $2,000,000 addition to 
Camel’s research facilities, 
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ACCIDENT, HOSPITAL AND SICKNESS INSURANCE 


For Physicians, Surgeons and Dentists Exclusively 


60 TO 


accidental dea’ Quarterly $8.00 accidental dea‘ $24.00 
weekly as mg accident and sickness 5 weekly se acciden ickness 


$10,000 accidental death Quarterly $16.00 $20,000 accidental dea ae 
$50 weekly indemnity, accident and sickness $100 weekly os ele ay accident and 


Cost Has Never Exceeded Amounts Shown 


ALSO HOSPITAL INSURANCE 


Double Triple Quadruple 
60 days in Hospital i 10.00 per day 15.00 per day 20.00 per day 


383 333338 


S25 


7. 
4. 
7. 


$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 


51 years under the same management 


400 First National Bank Building Omaha 2, Nebraska 
$200,000.00 deposited with State of Nebraska for protection of our members 


Woodcroft Hospital--Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including eoiien 
* and drug addiction. Beautiful landscaping and home-like surroundings afford a restful a’ 
Accommodations vary from single rooms with or without bath to rooms en suite, allowing = 


segregation of guests. 


Detailed information furnished on request. 
KARL J. WAGGENER, M.D. 


COME FROM DENTISTS 
{ 
e Operating Room in Hospital.............. 10.00 20.00 30.00 
a Anesthetic in Hospital.................... 10.00 20.00 30.00 
a Medicines in Hospital.................... 10.00 20.00 30.00 
a Ambulance to or from Hospital.......... 10.00 20.00 30.00 
COSTS (Quarterly) 
: 
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Yfou, loo, have fulace 


THE WORLD MEDICAL ASSOCIATION 


as a member of the medical profession 
anywhere in the world 
civilian...in the armed forces...retired 


1. Joining 700,000 doctors from 43 nations in a worldwide movement to help 
you attain the highest possible level of medical practice and scientific advance. 


2. Reports obtainable only in the World Medical Association Bulletin which 
is issued to you quarterly and contains facts on scientific, economic and social 
trends affecting the practice of medicine. 


3. Letters of introduction to foreign medical associations, facilitating your 
professional contacts and exchange of ideas while traveling abroad. 


4. Representation before the World Health Organization, UNESCO, the 
International Labor Organization, and other important bodies in order to 
maintain the honor and defend the international interests of your profession 5 
when these organizations discuss measures concerning medical practice. 


5. The satisfaction of sharing the progress of American medicine with other 
lands and thus repaying them for the inspiration we have received from them. 


what affects world medicine—affects you 
ts your only voice inwould melitine 


W.M.A. Is Approved by the American Medical Association. JOIN NOW! 


Dr. Louis H. Bauer, Secretary-Treasurer 
U. S. Committee, Inc., World Medical Association 
2 East 103rd Street, New York 29, New York 


I desire to become an individual member of the World Medical Association, United States 


Committee, Inc., and enclose a check for $ » my subscription as a: 
Member —$ 10.00 a year 
Life Member —$500.00 (No further assessments) 


Sponsoring Member —$100.00 or more per year 


SIGNATURE__- 


ADDRESS__ 


(Contributions are deductible for income tax purposes) 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Courses 


ORTHOPEDICS, PHYSICAL MEDICINE AND Other Courses 
REHABILITATION GYNECOLOGY 
October 26 to 28, 1953 
November 9? to II, 1953 


General Topics and Guest Instructors 


Guest Instructors: 
Monday, October 26 
ynecology, University o ansas. 

WILLARD R. COOKE, M.D., Professor of Obstetrics and 

MILAND E. KNAPP, M_D., Clinical Professor of Physical 
ROBERT A. ROSS, M.D., Professor of Obstetrics and 

Medicine and Chairman of Department, University of Gynecology, University of North Carolina. 


Minnesota. 
FRANK R. SMITH, M.D., Associate Professor of Obstetrics 
Tuesday, October 27 and Gynecology, Cornell University. 
AMPUTATIONS AND PROSTHESES; BACKACHE HOWARD C. TAYLOR, JR., M.D., Professor of Obstetrics 


and Gynecology, Columbia University. 
of Clinical WALTER L. THOMAS, M.D., Associate Professor of 
JOSEPH J. PHILLIPS, B.S., Chief, Corrective Therapy Obstetrics and Gynecology, Duke University. 
Section, Physical Medicine Rehabilitation Service, V.A. 
Center, Wadsworth. 
AL MEDICINE 
Wednesday, October 28 INTERN 


ARTHRITIS; INDUSTRIAL ACCIDENTS AND November 16 to 19, 1953 
COMPENSATION 
Guest Instructors: 


JESSE T. NICHOLSON, M.D., Professor of Orthopedics 
and Chairman of De rtment, University of Pennsyl- ArVAN L. BARACH, M.D., Professor of Clinical Medi- 


vania ee School. cine, Columbia University. 

WILLIAM D. PAUL, M_D., Professor of Internal Medi- AR 1 i 
cine and Chairman, Division of Physical Medicine, State 
University of towa. W. PAUL HOLBROOK, M.D., Internist, Tucson, Ariz. 


JAMES L. BEAVER, M.D., Ortho ic Surgeon, Wichita. 
— RD CURRY, Cominissioner. Kanes Workman’s ULRICH C. LUFT, M.D., School of Aviation Medicine, 
nsation Commission, Tope Randolph Air Force Base, Tex. i 

LAWRENCE L. LOWE, District Manager Liberty Mutual CARL TEMPEL, COLONEL, M.C., Chief of Medical Serv- 
wy Company, Kansas City, M ice, Fitzsimmons General Hospital. 


It's Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 


Oxygen Therapy Nitrous Oxide 


Regulators and Equipment Ethylene 
Carbon Dioxide 

epair Service for Helium 

Regulators, Flowmeters Oxygen 
and Humidifiers Cyclopropane 


KANSAS OXYGEN, Inc. 


Phone 5-555! HUTCHINSON, KANSAS Box 551 
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Topical Ointment of 


ACETATE 
(HYDROCORTISONE ACETATE, MERCK) 


Relreves 
Refractory 
Allergic 


Dermatoses 


Topical Ointment 
of HyDROCORTONE Acetate 


—for dermatologic use—represents a 
new, superior therapy for allergic dermatoses, even in cases that 
previously proved refractory. This ointment affords prompt relief 
and rapid improvement in disorders such as contact dermatitis, 
atopic dermatitis, and nonspecific anogenital pruritus. 


Literature on Request 


MERCK «& CO., Inc. 


RAHWAY, NEW JERSEV 


Hyprocortons 1s the registered 
trade-mark of Merck & Co., Inc. 
for its brand of hydrocortisone. 


© Merck & Co., Inc, 
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Cook County Graduate School of Medicine 


Postgraduate Courses—1953 


Course in Surgical Technic, Two 
eeks, starting September 14, September 28, October 


Surgical Technic, Surgical a eg & Clinical Surgery, 
Four Weeks, start October 26 

Surgical Anatom: 3 Clinker” Surgery, Two Weeks, 
Novem 

Gallbladder Surgery, "ren 26 

General Surgery, One eating 

of lon & One Week, Sep- 


Basic in General Two Weeks, start- 
ing September 21 
Thoracic Surgery, One Week, start October 12 
al Surgery, One Week, - ing October 19 
Thyroid Surgery, One Week, starting October 


26 
i = oe & Traumatic Surgery, Two Weeks, starting 
ictober 26 
GYNECOLOGY—Intensive Course, Two Weeks, starting 
September 21 
Vaginal ean 3 to Pelvic Surgery, One Week, start- 
ing November 2 
OBSTETRICS—lIntensive Course, Two Weeks, starting 
October 
DERMATOLOGY—Intensive Course, Two Weeks, starting 
October 19 


MEDICINE—Electrocardiography & Heart Disease, Two 
Weeks, rting October 12 
Intensive General Course, Two Weeks, starting Sep- 
tember 28 
Gastroenterology, Two Weeks, starting October 26 
Allergy, One Month and Six Months, by appointment 
ere ee Practical Course starting every 
wo Wi 
UROLOGY—Intensive Course, Two Weeks, starting Sep- 
tember 28 


Teaching Faculty—Attending Staff, Cook Co. Hospital 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — EI Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


Address: Registrar, 707 South Wood St., Chicago 12, Ill. 


QUESTION? 


Have you enrolled in the KANSAS MEDICAL SOCIETY 
Approved DISABILITY INCOME PLAN? 


¢ Endorsed and Supervised by Your Society 

© Non-Cancellable Features 

¢ Lifetime Accident Benefits 

¢ Five-year Sickness Benefits 

¢ 30% to 50% Saving in Cost 

© Over 65% of Eligible Membership Now Enrolled 


Officially approved and endorsed by the Council and the House of 
Delegates. 


For Complete Information Write—Kansas Medical Society, 
315 West Fourth, Topeka, Kansas 
or 
FIRST INSURANCE AGENCY 
Washington National Insurance Company 
639 New England Building : Topeka, Kansas 
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*...“sense of well-being”... 


" Not only relief from menopausal distress but also 4 


“a striking improvement in the sense of well-being” 


was reported by all patients on “Premarin” therapy.* 


“PREMARINs in the menopause 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 


*Glass, S. J., and Rosenblum, G.: J. Clin. Endocrinol. 
3:95 (Feb.) 1943. 
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a most effective antibiotic 


for the common bacterial 


infections of childhood 


For infections in children 
caused by staphylococci, 
streptococci, or both... 
the palatability, 

low allergenicity, 

and relative freedom 

from gastro-intestinal upsets 
make ‘[lotycin,’ Pediatric, 

a prescription favorite. 
Youngsters (with an 
occasional incorrigible exception) 
take it without a struggle. 
“Tablet-shy” oldsters 

like it, too. 


taste-tested 
well tolerated 


clinically effective 


Litty 


THE ORIGINATOR OF ERYTHROMYCIN 


ILOTYCIN 
ETHYL CARBONATE 


(ERYTHROMYCIN ETHYL 
CARBONATE, LILLY) 


PEDIATRIC 


Formula: 


Each 5 cc. (approximately one tea- 
spoonful) contain 100 mg. ‘Ilotycin’ 
as the ethy! carbonate. 


Dosage: 

15 pounds—1/2 teaspoonful 
every six hours 

30 pounds—1 teaspoonful 
every six hours 


60 pounds—2 teaspoonfuls 
every six hours 


How Supplied: 

Each package consists of one bottle 
containing 1.2 Gm. ‘Ilotycin’ as the 
ethyl carbonate in a dry, pleasantly. 
flavored mixture; 45 cc. of water are 
added at the time of dispensing to 
provide 60 cc. of an oral suspension. 
After mixing, the suspension is 
stable for two weeks at room tem- 
perature. 
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Hysterectomy—A Clinical Consideration* 


C. Gordon Johnson, M.D.** 


New Orleans, Louisiana 


We at Tulane do not agree completely with many 
statements made concerning the frequency of hys- 
terectomy. We feel that this procedure is a necessary 
one where proper indications are present. We particu- 
larly feel that there is little place for such procedures 
as the Manchester operation, bilateral salpingectomy, 
cervical amputation and/or uterine suspensions, espe- 
cially in women where pregnancy is no longer de- 
sirable. Certainly hysterectomy is the procedure of 
choice in such individuals. Menstruation or periodic 
bleeding is not necessary for the health of the female, 
either physiologically or psychologically. 

Most reports concerning hysterectomy include a 
great percentage of so-called conservative procedures 
that have been done prior to the removal of the 
uterus, which so often becomes necessary. Tyrone, in 
reporting on 2,000 personal hysterectomies in 1951, 
stated that 691 of his patients, or 35 per cent, had not 
been relieved of their symptoms by previous so-called 
conservative pelvic surgery, but were restored to com- 
plete health after removal of the uterus. Phaneuf,? in 
reporting a private series of hysterectomies in 1948, 
stated that about 60 per cent of his patients had been 
operated on previously for various complaints. 

We shall discuss for you separately, abdominal and 
vaginal hysterectomy. May we emphasize at this time 
that these two procedures should not be considered 
competitive in any respect. Each has its own place, 
and all who do pelvic surgery should be equally capa- 
ble in the performance of either procedure. 

Each patient must be individually evaluated. We 
must consider the type and extent of pathology, his- 
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tory of previous pelvic surgery, obesity, and/or the 
presence or absence of uterine prolapse. The size of 
the uterus, its mobility, and the presence or absence 
of cystocele or rectocele are factors that certainly in- 
fluence to a great extent the choice between the ab- 
dominal or the vaginal route. Surely one would not 
attempt the vaginal route for removal of a uterus 
that is firmly fixed by inflammatory adnexae or ex- 
tensive pelvic endometriosis. We are equally sure that 
the abdominal route would not be advocated in the 
presence of considerable uterine prolapse. We cannot, 
however, agree with the advocates of vaginal hys- 
terectomy for large uterine fibroids by morcellation. 
In our hands, abdominal hysterectomy is by far the 
safest procedure for removal of the uterus that has 
attained the size of a 3-month gestation or larger 
because of the presence of fibroids. We do not be- 
lieve in doing a very difficult vaginal hysterectomy 
simply to prove to one’s self or his resident that it 
can be done. The question of previous pelvic surgery 
as a contraindication to the vaginal approach is a 
logical one, and here individualization and one’s ex- 
perience are often the only answer. Certainly the 
vaginal route is preferable where repair of a cystocele 
and/or rectocele is necessary. 

The common indications for abdominal hysterec- 
tomy in the presence of benign pelvic disease are: 
leiomyomata, pelvic inflammatory disease, pelvic en- 
dometriosis, extensive cystic cervicitis, benign uterine 
bleeding near or past the menopause, and occasionally 
benign ovarian tumors. 

We feel that total abdominal hysterectomy should 
be done in the presence of leiomyomata causing uter- 
ine bleeding with or without pain. The question of 
when a myomectomy should be done, rather than a 
hysterectomy, can be answered in this manner. In the 
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colored race myomectomy is seldom indicated be- 
cause of the size and multiplicity of the tumors and 
the almost invariable association of pelvic inflamma- 
tory disease. Myomectomy is chiefly indicated in the 
white patient for sterility when the myomata is prob- 
ably the only causative factor. 

Pelvic inflammatory disease, as seen on our service 
at Charity Hospital in New Orleans, requires total 
hysterectomy in most instances, particularly where 
tubo-ovarian abscesses are present. Conservative sur- 
gery in the presence of extensive pelvic inflammatory 
disease usually means additional surgery. Fortunately, 
such extensive pathology is seldom seen in our private 
practice, but where it does occur the treatment should 
be as in the charity patient. We feel that total ab- 
dominal hysterectomy and salpingo-oophorectomy is 
the treatment of choice for chronic pelvic inflamma- 
tory disease when any of the following conditions 
exist: persistent low abdominal pain exaggerated 
during menstruation, irregular and/or prolonged 
uterine bleeding, and the presence of persistent, 
painful adnexal mass or masses. Where endometriosis 
requires removal of the adnexae, a total hysterectomy 
is always done. We never use radiation therapy for 
benign uterine bleeding near or after the menopause, 
preferring quite definitely total hysterectomy in such 
instances. 

Most gynecologists today consider total hysterecto- 
my with removal of the cervix along with the body 
of the uterus the procedure of choice when the ab- 
dominal route is used. There are many, however, who 
still feel that supravaginal hysterectomies have to be 
done occasionally, especially where endometriosis or 
pelvic inflammatory disease involves the uterus with 
considerable fixation, particularly in the region of the 
sigmoid. Certainly the evidence accumulated through 
many reports leaves little basis for controversy as to 
the relative superiority of total over supravaginal 
hysterectomy. The reasons we advocate the total pro- 
cedure are: 

1. Mortality and morbidity rates for total ab- 
dominal hysterectomy are lower than those encoun- 
tered in supravaginal hysterectomies. 

2. The frequency of return of patients with symp- 
tomatic cervical stumps. The symptoms commonly 
noted are leukorrhea, pelvic pain, backache, vaginal 
bleeding, dyspareunia, and urinary discomfort. 

3. The possible development of malignancy or its 
presence in the cervix at the time of surgery. It has 
been reported that malignancy of the cervical stump 
after supravaginal hysterectomy has an incidence of 
from 2 to 8 per cent. Collins® reported that in pa- 
tients with cervical stumps having bleeding as a 
symptom, 11.9 per cent had cancer of the cervix. 

Our staff at Tulane* have for many years been in 
favor of total abdominal hysterectomy rather than 
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supravaginal hysterectomy. However, a few were still 
of the opinion that supravaginal hysterectomy was 
the procedure of choice in some instances, and their 
percentage of total hysterectomy for benign disease 
did not nearly approximate the percentage of those 
who had realized that total hysterectomy was the 
more desirable procedure. During a period beginning 
July 1, 1950, an attempt was made on the Tulane 
gynecological service of the Charity Hospital of 
Louisiana at New Orleans to show that total hys- 
terectomy can be done safely in all instances that re- 
quire removal of the uterus. Each year during the past 
10 years on the Tulane gynecological service, there 
has been a continued decrease in the number of su- 
pravaginal procedures with a concomitant drop in 
the mortality rate. 

In 1941 Miller and Prejean* reported 828 hysterec- 
tomies from the Tulane service for the years 1939 
and 1940. Two hundred fifty-five, or 40 per cent of 
the 629 abdominal cases, were of the supravaginal 
type. In this group there were 7 deaths, or 2.75 per 
cent. There were 5 deaths among the 374 total ab- 
dominal hysterectomies, or 1.33 per cent. The mor- 
tality for the entire group of 828 hysterectomies was 
1.68 per cent (Table 1). 


TABLE 1 


HYSTERECTOMY 
TULANE UNIT—CHARITY HOSPITAL 
Jan. 1, 1939 to Jan. 1, 1941 


Type Mortality 


5 (1.33%) 


7 (2.75%) 
2 (1.00%) 


Total 374 (59.6%) 
Abdominal 629 (86.1%) 
Supra-Vag. 255 (40.4%) 


Vaginal 199 (23.9%) 


Cases 828 (100%) 14 (1.68%) 


During the 5-year period 1946 to 1951, there 
were 2,097 hysterectomies on the Tulane service at 
Charity Hospital. Of 1,546 abdominal procedures, 
110 were supravaginal hysterectomies, or 7 per cent. 
There were 9 deaths among the 1,436 total abdom- 
inal hysterectomies, or .63 per cent, and 6 deaths 
among the 110 supravaginal group, or 5.4 per cent. 
The mortality for the entire group of 2,097 hysterec- 
tomies was 0.81 per cent (Table 2). 


TABLE 2 


HYSTERECTOMY 
TULANE UNIT-—CHARITY HOSPITAL 
Jan. 1946 to Jan. 1951 


Type Mortality 


Total 1,436 (93%) 9 (0.63%) 


110 (7%) 6 (5.45%) 
2 ¢ 


Abdominal 1,546 (74%) 
Supra-Vag. 
0.36% ) 


Vaginal 551. (26%) 


2,097 (100%) 17 (0.81%) 


Cases 
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During the period July 1, 1950, to January 1, 1953, 
745 hysterectomies were done on the Tulane service. 
Of the 511 abdominal hysterectomies done during 
that period, only 2, or .39 per cent, were of the su- 
pravaginal type. There were four deaths in the 511 
abdominal cases, or .78 per cent. The mortality for 
the group of 745 hysterectomies was .53 per cent, 
there being 4 deaths, all in the total group (Table 3). 


TABLE 3 


HYSTERECTOMY 
TULANE UNIT—CHARITY HOSPITAL 
July 1, 1950-January 1, 1953 


Type Mortality 


Total 509 (99.61%) 4 (.78%) 


Abdominal 511 (68%) 
Supra-Vag. 2 (.39%) 0 (0%) 
0 (0%) 


Vaginal 234 (32%) 


Cases 745 (100%) 4 (.53%) 

Since beginning private practice, I have performed 
452 hysterectomies. Of the 279 abdominal type, 270, 
or 97 per cent, were total; and 9, or 3 per cent, 
were supravaginal. I have not performed a supra- 
vaginal hysterectomy since 1947. There were no 
deaths in this group of 452 hysterectomies (Table 4). 


TABLE 4 


HYSTERECTOMY 
PERSONAL SERIES—1940-1953 


Type Mortality 


Total 270 (97%) 0 0.00 


Abdominal 279 (62%) 
Supra-Vag. 9 ( 3%) 0 0.00 
0 0.00 


Vaginal 173 (38%) 


Cases 452 (100%) 0 0.00 


In spite of the fact that all patients in the recent 
series at Charity Hospital with abnormal cervices were 
biopsied before hysterectomy, and all patients with 
abnormal bleeding at or past the menopause were 
curetted prior to operation, 9 cases of incidental can- 
cer were discovered at histologic examination of the 
specimens removed. 

It has been argued that the decrease in morbidity 
and mortality observed where total hysterectomy has 
been performed was due to the fact that this pro- 
cedure was used in the more favorable cases, whilst 
the supravaginal procedure was reserved for the so- 
called bad risk case, or patients with extensive pelvic 
pathology. 

In 1950 the chairman of the Tulane gynecological 
service established a rule that no supravaginal hys- 
terectomies were to be done on this service. At the 
time of its enactment, this edict appeared to be some- 
what far reaching and to our knowledge had not been 
attempted on a similar group of patients. It was only 


by adopting such a rule, however, that a study could 
be made of the comparative value of the two pro- 
cedures, utilizing the same material, staff, and facili- 
ties. 

Radiation therapy and/or repeated uterine curettage 
for control of benign disease has not been used on 
the Tulane service since January, 1946. In my own 
practice, I have not used such therapy during the past 
15 years. Patients with abnormal uterine bleeding, 
pelvic pain, or benign tumors were treated by hys- 
terectomy, irrespective of the patient's age or physical 
condition. It is to be re-emphasized that in no case 
was the patient denied the benefit of hysterectomy be- 
cause of any of these factors, provided they could be 
controlled before surgery. 

Despite the request of the chairman of the depart- 
ment that no supravaginal hysterectomies be perform- 
ed on the Tulane service, it was found that 2 of this 
type were done during this 30-month period. In the 
first case, a colored woman, age 34, with large fibroids 
and pelvic inflammatory disease, the cervix was left 
in because of so-called technical difficulty; however, 
this cervix was later removed vaginally at a second 
operation with ease. We are of the opinion that had 
the surgeon been a little more persistent in his efforts, 
a total hysterectomy could have been performed with- 
out jeopardizing the patient's life. In the second case, 
a colored woman, age 17, with large bilateral tubo- 
ovarian abscesses, the surgeon gave shock as his rea- 
son for not removing the cervix. It is interesting to 
note that after shock had successfully been combat- 
ted, an incidental appendectomy was performed. Cer- 
tainly in this case total hysterectomy could have been 
performed without increasing the risk to the patient. 

As previously stated in this report, there were 9 
cases of early cancer discovered on routine histologic 
examination of tissue removed at the time of opera- 
tion. In 5 cases intraepithelial cancer of the cervix 
was discovered. This is an important finding as biopsy 
of these cervices had previously failed to uncover the 
malignancy (Table 5). 


TABLE 5 


HYSTERECTOMY 
TULANE UNIT—CHARITY HOSPITAL 
July 1950-July 1952 
CARCINOMA FOUND 


Location Type No. Cases 
Cervix Carcinoma in Situ 5 
Endometrium Adenocarcinoma 2 
Ovary Papillary Cyst Adenocarcinoma 2 
Total 9 1.48% 


Among the 745 cases in this two-and-a-half-year 
period, there were 4 deaths. No deaths were encoun- 
tered in which vaginal hysterectomy was performed. 
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In the 511 total abdominal hysterectomies performed, 
there were 4 deaths. No deaths occurred in the 2 
cases in which supravaginal hysterectomy had been 
performed. 

If total hysterectomy had been performed in the 
2 cases where the supravaginal procedure was utilized, 
and had both these patients died as the result of this, 
a mortality figure of 1.10 per cent would have re- 
sulted, which is comparable to the rate encountered 
in the period 1946-1951, where only 93 per cent of 
the abdominal hysterectomies were of the total variety. 
This comparison is controlled as the same physical 
facilities, anesthesia, and practically the same staff 
were present in both groups, as were blood banks, 
antibiotics, and other chemotherapeutic agents. In 
not one of the 4 deaths reported in this series could 
the procedure of total hysterectomy be held account- 
able for the patient’s demise. 

The first death was that of a colored female, age 63, 
admitted with findings and symptoms of acute pelvic 
inflammation. A cul-de-sac puncture was done, fol- 
lowed by a colpotomy several days later. A cheesy 
material was obtained in both instances. On the 12th 
day she was operated on, and a total abdominal hys- 
terectomy and bilateral salpingo-oophorectomy was 
performed because of a ruptured dermoid cyst. A 
diffuse peritonitis of the chemical type was present. 
This patient expired on the 33rd postoperative day 
as a result of peritonitis. No autopsy was obtained. 

The second death was that of a colored woman, 
age 69, who was admitted with an acute abdomen 
and acute myocardial failure. She was operated on 
by the surgery department through a transverse ab- 
dominal incision at the level of the umbilicus. She 
was found to have degenerating fibroids and a rup- 
tured tubo-ovarian abscess. Members of our gynecology 
staff were called, and a total abdominal hysterectomy 
and bilateral salpingo-oophorectomy was effected. 
She expired on the 3rd postoperative day, apparently 
the result of myocardial failure. No autopsy was ob- 
tained. 

The third death occurred in a 34-year-old colored 
patient operated on for large fibroids and bilateral 
tubo-ovarian abscesses. Postoperatively she developed 
peritonitis and a wound disrupture on the 10th day. 
She died 2 days after secondary wound closure. Au- 
topsy revealed peritonitis and multiple abscessés of the 
kidneys. 

The fourth death was a 56-year-old colored woman 
who had a hysterectomy and bilateral salpingo- 
oophorectomy because of degenerating large fibroids 
and tubo-ovarian abscess. She developed peritonitis 
and a vaginal vault abscess which was drained. She 
died on the 24th postoperative day. Autopsy revealed 
annular carcinoma of the sigmoid. 

This study at Charity Hospital and experience in 
my own private practice indicate that it is possible to 


perform total hysterectomy in every instance that re- 
quires removal of the uterus. This is true in all cases, 
irrespective of pelvic pathology or severe medical com- 
plications present. The mortality in this series com- 
pares favorably with that of all series reviewed. Sinc: 
1939 we have reduced our incidence of supravagina' 
hysterectomies from 40.4 per cent of the 629 ab 
dominal cases, as reported by Miller and Prejean, to 
.39 per cent of the 511 abdominal cases reported from 
the Tulane service at Charity Hospital for the period 
July, 1950, to January, 1953. A concomitant decrease 
in mortality is noted as the number of supravagina! 
procedures decreases (Table 6). During the past 5 
years in my private practice, I have performed 206 
total abdominal hysterectomies and during this pe- 
riod have not done a supravaginal hysterectomy. The 
mortality in this group has been zero. 


TABLE 6 


ABDOMINAL HYSTERECTOMY 
TULANE UNIT—CHARITY HOSPITAL 


Supra- All 

Period Tot. Mort.| Vag. Mort.| Cases — Mort. 
Jan. 1939-Jan. 1940 374 1.33%] 255 2.75% 629 1.90% 
Jan. 1946-Jan. 1951 1,436 .63%] 110 5.45%| 1,546 -96% 
Jul. 1950-Jan. 1953 509 .78% 2 0% $11 78% 


We do not believe that surgery is contraindicated 
because of cardiac status, obesity, hypertension, kid- 
ney disease, diabetes, or other complicating condi- 
tions in the patient having symptomatic benign pelvic 
pathology. These complicating factors, however, were 
adequately controlled before the patient was sub- 
jected to surgery. Therefore, this two-and-a-half year 
series represents a totally unselected group of patients. 
We realize that the dictum we followed on the Tu- 
lane service at Charity Hospital is contrary to general 
teaching. However, we believe that our results, par- 
ticularly as to mortality and morbidity during this 
period, justify a continuance of this policy. 

The complications that commonly follow this pro- 
cedure are as follows: Urinary infections, as noted, 
head the list. This complication is one that is most 
difficult to prevent, but fortunately seldom becomes 
a serious one. Routine use of indwelling catheters is 
not recommended, but where catheterization becomes 
necessary, it is advisable to use one of the sulfona- 
mide drugs or antibiotics in an attempt to prevent 
infection. We -use indwelling catheters only where 
extensive anterior vaginal wall plastic has been done. 
One must also remember the importance of con- 
trolling residual urine in the bladder, for its presence 
often leads to infections that otherwise would not 
occur. Vaginal cuff hematomas and abscesses, along 
with abdominal wall hematomas and abscesses, com- 
prise the second most common group of complica- 
tions. The prevention of hematomas can be con- 
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trolled only by careful hemostasis. The incidence of 
vaginal cuff abscesses can probably be decreased by 
use of antibiotic vaginal suppositories pre- and post- 
operatively. There is no doubt that morbidity can be 
reduced by routine use of such suppositories. Vascu- 
lar complications are rather infrequent, possibly be- 
cause of better technique with less damage to im- 
portant structures, use of antibiotics to control in- 
fections, and early ambulation to promote circulation 


(Table 7). 
TABLE 7 


HYSTERECTOMY 
TULANE UNIT—CHARITY HOSPITAL 
July 1950-July 1952 
POSTOPERATIVE COMPLICATIONS 


URINARY 
Retention and Infec 
URINARY TRACT TNIURIES a 
HEMORRHAGE 


LEUS ‘AND. OBSTRUCTION ... 


NON 401 
PATIENTS WITH PHYSIOLOGICAL MORBIDITY 74 


As we mentioned earlier, abdominal and vaginal 
hysterectomy should not be considered competitive in 
any respect. The ability to perform proper vaginal 
surgery is the dividing line between the general sur- 
geon and the gynecologist. Most authors writing on 
vaginal hysterectomy emphasize that this operation is 
a safe procedure in the hands of experienced vaginal 
operators. Most authors also quote Dr. Sproat 
Haeney® who, in his discussion on vaginal hysterec- 
tomy in 1949, stated, “It is interesting to note that 
those who persist in perfecting themselves in the 
technique of vaginal hysterectomy gradually disre- 
gard more and more of the contraindications so in- 
sistently laid down by those with little or no famil- 
iarity with the operation.” There is no question that 
this statement adequately describes the experience of 
many gynecologists. 

We at Tulane feel that the vaginal approach is 
preferable where removal of the uterus is indicated. 
We do not require any special degree of prolapse but 
do require that the cervix and uterus itself be mobile. 
We prefer that some degree of relaxation of the 
vaginal supporting structures be present, but this 
point is not too strongly stressed, as the operation can 
often be done with little difficulty in a nulliparous 
individual. We feel that vaginal hysterectomy has no 
place in the treatment of carcinoma of the cervix or 
fundus. 


There is no question that the vaginal approach is 
a safer procedure when surgery is necessary in an 
aged individual, and also in those having systemic 
medical disabilities. No one can deny that the va- 
ginal approach carries the possibility of shock far less 
than that of the abdominal, the anesthesia is usually 
shorter, ileus seldom occurs, adhesions do not occur, 
and the patient often has a smoother and shorter con- 
valescence. 

We also feel that adnexal inspection should be 
carried on routinely and any adnexal pathology ade- 
quately dealt with through the vaginal approach. We 
feel that the main contraindications to vaginal hys- 
terectomy are fixation of the uterus by pelvic inflam- 
matory disease, or endometriosis, the presence of car- 
cinoma of the cervix or fundus. May I again state 
that we do not advocate morcellation vaginally of 
large uterine fibroids, feeling that the abdominal ap- 
proach in such instances is by far the safest procedure. 

Broadly speaking, vaginal hysterectomy should not 
be used in instances where it would defeat its own 
purpose by introducing the added factor of trauma; 
there must always be sufficient space for the opera- 
tive manipulations, and it must be possible to bring 
the uterus down freely. Using the technique in which 
the utero-sacral and cardinal ligaments are first sev- 
ered from their attachment to the uterus, is often all 
that is needed to bring this organ well down into the 
vaginal canal, thus facilitating the operation. 

We have recently reported on 2,588 hysterectomies, 
performed on the Tulane Gynecological Unit at the 
Charity Hospital of Louisiana at New Orleans, dur- 
ing a period from January, 1946, to July, 1952. There 
were 697 vaginal hysterectomies in this group, which 
is an incidence of 26.9 per cent. There were 2 deaths 
in this vaginal group, or .29 per cent. During the 
past 2 years on the same service, 62 per cent of the 
hysterectomies on white patients were done vaginally 
with no deaths (Table 8). 


TABLE 8 


HYSTERECTOMY 
TULANE UNIT—CHARITY HOSPITAL 
Jan. 1, 1946-July 1, 1952 


No. 
Cases Deaths Mortality 
Vaginal 697 (26.9%) 2 0.28% 
Abdominal (73.1%) 17 0.89% 
8 (100. %) 19 0.75% 


Since beginning private practice, I have performed 
452 hysterectomies. In this group there were 173 vag- 
inal hysterectomies, which is an incidence of 38 
per cent. During the past 2 years this percentage has 
been increased to 50 per cent. There have been no 
deaths in this group of 452 hysterectomies. 
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CONCLUSIONS 


Hysterectomy performed either by the abdominal 
or vaginal route is a comparatively safe procedure 
when done by the trained surgeon. 

Total hysterectomy is the procedure of choice, be- 
cause with removal of the cervix the common post- 
operative sequelae, such as pelvic pain and vaginal 
discharge, are eliminated, and the hazard of cervical 
cancer is removed. 

It is possible to perform total hysterectomy in every 
instance that requires removal of the uterus. We do 
not believe that surgery is contraindicated because 
of cardiac status, obesity, hypertension, kidney dis- 
ease, diabetes, or other complicating factors in the 
patient having symptomatic benign pelvic pathology. 
These complicating factors, however, must be ade- 
quately controlled before the patient is subjected to 
surgery. 

During the past 10 years we at Tulane have re- 
duced our incidence of supravaginal hysterectomy 
from 40 per cent, as reported in 1942, to .39 per cent 
in the group performed during the period July 1, 
1950, to January 1, 1953. A concomitant decrease in 
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mortality has also been noted as the number of su- 
ptavaginal procedures decreases. 

We realize that the dictum followed on the Tu- 
lane service at Charity Hospital since July, 1950, is 
contrary to general teaching. However, we believe 
that the results, particularly as to mortality and mor- 
bidity, justify a continuance of this policy. 

Vaginal hysterectomy well deserves its increasing 
position in importance because of its relative safety 
and excellent end results. 

Hysterectomy, however, is a procedure that should 
never be undertaken lightly or inadvisedly. It should 
be done only when one is certain that no simpler 
method of relief is possible and the end results 
justify its performance. By following these basic prin- 
ciples, one will never be guilty of unnecessary sur- 
gery. 
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Three and a Half Years Experience With a Bone Bank 


J. F. Lance, M.D.* 
Wichita, Kansas 


We have had a bone bank in operation at St. 
Francis Hospital, Wichita, Kansas, for three and a 
half years now; and, although it is not practical or 
even advisable for most hospitals about the state to 
have such a facility available, it would seem wise for 
all physicians to be familiar with the technique and 
uses as well as the necessity and authority for a 
bone bank. It is with this thought in mind that we 
would like to report regarding our experience over 
the past three and a half years. 

The necessity for additional bone for certain 
orthopedic operations has presented itself to surgeons 
on many occasions for as long as this type of 
surgery has been done. In certain patients, notably 
children, it is difficult or impossible to obtain 
amounts of bone to complete the operation in ques- 
tion by the usual means, i.e., with the aid of second- 
ary operation on the patient himself or upon a bone 
donor, which is usually the father or mother of the 
patient. We have thus used homogenous bone for 
some time, but only for a short time have we had 
a method of preserving bone formerly discarded. 
Operations, such as spinal fusions for scoliosis or 
the filling of a large bone cyst, for example, present 
problems in which a large quantity of bone is nec- 
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essary and may not be obtainable from the patient 
himself. 

Although the use of homogenous bone was first 
reported as early as 1878, it was not until 1942 that 
Alberto Inclan of Havana, Cuba, reported on the 
use of a preserved bone graft in orthopedic surgery. 
Alan DeForest Smith of New York City employed 
bone refrigerated for 18 days at about plus 2° to plus 
5° centigrade in 1942, but did not report this fact. 
It was not until 1945 that a bone bank was first used 
at the New York Orthopedic Hospital. At the onset, 
bone which was formerly discarded in many opera- 
tions was placed in an ordinary refrigerator at plus 
2° to plus 5° centigrade where it was kept for 
periods of up to three weeks. This was shortly 
changed to a freezer type storage at minus 20° to 
minus 30° centigrade, where it was found bone could 
be kept for an indefinite period of time and used 
with good results. Undoubtedly, the rapid advance 
in manufacture of deep freeze equipment has tended 
to give impetus to the present-day use of preserved 
homogenous bone grafts. 

I might mention here another method of storing 
bone which could have been utilized, i.e., the placing 
of the bone to be preserved into an aqueous merthio- 
late solution. This bone may be used without undue 
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complications. However, this method is much more 
complicated, requiring frequent changing of solution 
and handling of the bone. Also, it means introducing 
a foreign, toxic substance into the operative wound. 

Late in 1949 a “deep freeze” was obtained at St. 
Francis Hospital, Wichita, Kansas, and on January 
3, 1950, our first entry to the bone bank was made. 
It so happened that our first bone was obtained from 
a 16-year-old boy who had experienced a sudden, 
traumatic death. Bone from a cadaver, removed with- 
in a few hours after death under surgical aseptic con- 
ditions and placed in the freezer, can be utilized just 
as well as bone removed from a live donor and 
placed in the bank. Other bone for our bank has 
come from the following sources: 

1. Cadaver—tibia, fibula, ilium. 

2. Ribs from non-infected and benign thoracotomy 

cases. 

3. Amputations—tibia, fibula, os calcis, astragalus, 
and metatarsals. 

Ilium. 

. Clavicle. 

. Patella. 

Ulna. 

. Boiled bone from any of the previously-men- 
tioned sources. 

In all of these cases, the bone saved in the bank 
represented bone which would formerly have been 
discarded. When bone is placed into the bank, 
which is maintained at about minus 20° centigrade, 
the following data is obtained: the donor’s name, 
his age, his serology report, the name of the doctor 
supplying the bone, and the type of bone. Formerly 
we obtained the blood type and the RH type; how- 
ever, we, as well as other users of the bone bank, 
have found this information unnecessary. The bone 
is placed within a sterile jar, which is placed inside 
of another sterile jar. The bone is cultured in a brain 
broth preparation which is placed in an incubator for 
a period of not less than two weeks. Thanks to our 
laboratory and their careful checking of these cul- 
tures, we have yet to encounter our first case of post- 
operative infection following the use of bank bone. 
We have had to discard bone—yes—but we have 
never had an infection. 

Upon withdrawing bone from the bank, the fol- 
lowing data is entered on our records: the recipient's 
name, the type of operation being performed, and 
the date. 

The bone obtained from the first donor is all gone 
now; however, there were several pieces used after 
being in the freezer for 18 months. The bone which 
had been in the freezer for 18 months was used with 
clinically as good a result as with any other bone 
used. This represents the successful use of bone 
stored longer than any other case reported to, date. 

On some operations, several bottles of bone have 
been used, and in other cases a portion of the bone 
from one bottle has been used, the remainder being 
recultured and returned to the bank. Every time a. 
bottle of bone is opened and returned, it is recultured. 
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The contents of one bottle, which incidentally was 
the first entry, was used on seven different operations. 
No apparent harm to the bone results from the 
thawing and refreezing procedure. 


Number of entries 190 
Sterile entries 155 
Contaminated entries discarded 32 
Contaminated entries boiled and used 3 
Number of operations in which 
bone bank used 160 


Bone from the bank has been used in a great 
variety of operations to make up this total of 160 
operations. The following is a fairly complete list: 


Filling of bone cysts 11 cases 
Congenital pseudoarthrosis of tibia 6 cases 
Construction of hip shelf 4 cases 
Spinal fusion 103 cases 


a. Scoliosis, 47 cases 
b. Spondylolisthesis, 27 cases 
c. Others, 29 cases 


Fractures 8 cases 
a. Fresh 
b. Nonunion 
Arthrodesis of various joints 10 cases 
Used in other hospitals 10 cases 
Others 8 cases 


Although other writers have proved autogenous 
bone to be superior to homogenous or bank bone, 
clinically the bone used for our bank has accom- 
plished its intended function as well as autogenous 
bone grafts. It has been tolerated by the host tissue 
in all cases, and there have been no cases of slough 
or infection. We have been able to successfully com- 
plete certain procedures with ease. that would have 
been impossible or done at great risk and difficulty 
without bank bone. 

In conclusion, it can safely be said that the devel- 
opment of the bone bank is one of the most: impor- 
tant advances in orthopedic surgery; however, it 
should be emphasized that the use of bank bone is 
not intended to replace the use of autogenous bone 
but is to serve as an adjunct in grafting when it is 
impossible or impractical to obtain enough bone 
from autogenous sources. 
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A Venereal Disease Epidemiologic Study in 
Kansas City, Wyandotte County, Kansas 


Le Grand B. Byington, M.D.,* and Harry Wettig, Jr., A.B.** 
Kansas City, Kansas 


Recognizing the need for more efficient contact 
interviewing and contact investigation in venereal 
disease control, the Kansas State Board, of Health, in 
co-operation with the University of Kansas ‘Medical 
Center and the Kansas City-Wyandotte County De- 
partment of Health, conducted a special school for 
public health nurses during the first five months of 
this year. Nurses from the state of Kansas were given 
training in venereal disease case finding techniques. 
The assistance of a health program representative 
from the United States Public Health Service was 
obtained to aid in this program. The purpose of this 
paper is to illustrate what can be accomplished 
through thorough contact interviewing and prompt 
investigation. 

During the past several years the Kansas City, 
Wyandotte County, area has noted a steady decrease 
in reported early syphilis infections. In 1952, eight 
cases of primary and secondary syphilis were reported 
in this area. Two of these persons, 20 years of age, 
were white. The ratio of sexual contacts obtained 
per patient interviewed was 1.2 per patient, as com- 
pared to a national average of 3.5 contacts per pa- 
tient. Investigation of these contacts resulted in the 
examination of 48 per cent of those named. 

In the first five months of 1953, the reported 
incidence of early syphilis has more than tripled. 
At the end of May, a total of 28 cases of primary 
and secondary syphilis had been reported in this 
area. It is interesting to note that 68 per cent of these 
are between 13 and 21 years of age. Interview of 
these patients obtained the names of 4.5 sexual 
contacts per patient interviewed. Of the investiga- 
tions complete at this writing, 87 per cent of these 
named contacts have been examined. 

The epidemiological chart shown here is a typical 
result of thorough contact interview and investiga- 
tion in white teenagers of Kansas City, Kansas, from 
January through May, 1953. The center of this chart 
is a white female, age 17, Case 5. This patient was 
found infected with secondary syphilis after being 
named as a sexual contact of four boys, all infected 
with primary syphilis. She gave the names of 23 
other teenage boys, admitting that these were “the 

* Director, Kansas City-Wyandotte County, Kangas, Depart- 


ment of Health. 
** Health Program Representative, U.S.P.H.S. 


only ones I can remember by name.” All but one of 
her contacts have been located and placed under 
observation. Nine have been placed under treatment 
for primary syphilis, and one is under treatment 
for secondary syphilis. 

Further investigation led to the location of a white 
female, age 21, Case 7, who was placed under treat- 
ment for secondary syphilis. This girl named eight 
sexual contacts ranging in age from 16 to 37. Her 
husband (11) and two other contacts were found 
infected with primary syphilis. Investigation discov- 
ered that Case 12 was reportedly touring Nebraska. 
The authorities there were notified on Monday, and 
on Tuesday night this boy was given initial treatment 
and advised to return to Kansas City to complete 
treatment for primary syphilis. 

This epidemiologic chain has extended to Kansas 
City, Missouri, where two infections have been found. 
Case 6 was placed under treatment for early latent 
syphilis, and her six Kansas contacts are under ob- 
servation. Case 8 was placed under treatment for 
primary syphilis, and his three Kansas contacts are 
under observation. One of these contacts had recently 
received penicillin for another complaint, and there- 
fore it will be necessary to extend the period of ob- 
servation to one year. . 

Completely isolated, at this time, from this chain 
of infection, is a 13-year-old white female, Case 19. 
This patient, complaining of numerous lesions of 
the genital area, was placed under treatment for 
secondary syphilis. Of her five sexual contacts, three 
have been examined and are not infected. We have 
been unable to locate the other two contacts. The 
source of her infection is still unknown. 

The development of this epidemiologic chart is 
the result of efficient interview and prompt field in- 
vestigation. From the 16 cases under treatment in 
Kansas City, Kansas, 64 contacts were obtained. All 
but three of these have been located and placed under 
observation. Infected contacts were found early in 
the primary or secondary stage, before they were able 
to infect many other people. It would be interesting 
to consider how many additional infections were 
prevented through early location and treatment of 
those who were infected, as shown by the chart. 
Such prompt investigation is possible only when the 
physician who diagnoses the case makes immediate 


420 


| 
q 
j { 
a 
ip 
| 
th 
‘ 
i 
| 
it 
iW 
— 
i} 
5 
| 


SEPTEMBER, 1953 421 


use of the epidemiological services available to him. _ health and the private physician can therefore work to 
Persons skilled in contact interview and investigation reduce the incidence of early syphilis in our teenage 
are available from the state and local departments of population, and the patient can be encouraged to com- 
health to talk with the private physician’s patient who _ plete treatment under private practitioners or at the 
is infected with early syphilis. The department of health department, as the physician desires. 


EPIDEMIOLOGICAL STUDY OF EARLY SYPHILIS 
AMONG WHITE TEENAGERS IN KANSAS CITY, KANS. 
1953 


JANUARY THROUGH MAY, 


Sect 


Syphilis Coses Kansas City-Wyandotte County 
Health Department 


[—]Contacts - Negative Diagnosis 


Case Numbers Konsas City, Kansas 


17 Age of Person 


Silence is one great art of conversation. He is not a fool who knows when to hold his tongue; and 
a person may gain credit for sense, eloquence, wit, who merely says nothing to lessen the opinion 
which others have of these qualities in themselves. —William Hazlitt 
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THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


PRESIDENT’S PAGE 


No doubt you often muse as you drive along on the way to make a 
call as to why doctors and medical societies should interest themselves 
in economics and politics. I think that we can simply answer this by 
saying that it is a natural evolution that has become necessary to keep 
in pace with the “changing times.” 

In its inception, the primary purpose of a medical society was the 
dissemination of scientific information. But as civilization has advanced 
and society has become more complex, the problems facing medicine 
have also developed many facets. Certain of these entries are purely 
at our own instigation. For instance, through study and experience, 
we believe and advise our patients that certain rules and regulations 
should be made to safeguard the public from epidemics, industrial 
hazards, charlatans, food poisoning, etc. Thus we gave birth to the 
Board of Health, and we gave it a legal status by having it incorporated 
in the laws of our state. We have asked for and have obtained a medi- 
cal practice act. 

Both of these have two basic premises: (1) An entirely altruistic 
premise for the protection of the people of our state and country. (2) 
The other premise, entirely unselfish, is the jealously guarded and ever 
elevated standard of medical education and medical practice. We have 
valiantly defended and fought for the principles in which we believe. 
I trust and hope that we will always valiantly fight for those principles. 

Thus we have voluntarily thrust our foot in the door of politics and 
economics. We will never be able to withdraw that foot if we expect 
to survive and to maintain our rightful position in the sphere of society. 


q 


EDITORIAL COMMENT. 


THE PHYSICIAN’S ROLE IN ADOPTIONS 


Editor's Note. The following editorial was pre- 
pared for the JOURNAL by David E. Gray, M.D., 
chairman of the Committee on Maternal Welfare 
of the Kansas Medical Society. 


Recently the Committee on Maternal Welfare met 
with representatives of various private and public 
child placement agencies in an effort to become more 
familiar with their problems. Obviously, these agen- 
cies have many activities of no immediate concern 
to this committee, but it was felt that certain points 
of discussion regarding the placement of newborn 
babies warranted more general dissemination. 

Any physician who performs deliveries is certain 
to be approached sooner or later by some couple 
hoping to gain his co-operation in obtaining a baby 
for adoption. The agencies have long felt that the 
physician who assumed such an obligation was un- 
wise, if not actually performing an illegal act, in so 
doing. The committee attempted to balance the fac- 
tors on both sides and arrive at some recommenda- 
tions. 

Without doubt, the peculiar and apparently insol- 
uble core of the problem is the great disparity be- 
tween demand and supply, currently estimated at 
about ten to one. So long as the reproductive process 
continues at its present long and somewhat hap- 
hazard course, there can never be enough children 
unwanted by their natural parents to gratify the de- 
sires of prospective adoptive parents. Immediately, 
then, the available supply is subjected to the same 
pressures as any other scarce commodity in the mar- 
ket place. This very situation produces many of the 
criticisms leveled at placement agencies and should 
warn physicians not to consider themselves omnis- 
cient where passing out babies is concerned. In cou- 
ples seeking children, it is this shortage which brings 
about the frustrations and antagonisms they direct 
toward the agencies. So, they contact the physician 
with complaints of delay, procrastination, and “un- 
necessary” investigations. They present a strongly 
emotional case for by-passing such “red tape” and 
precipitate a conflict between the physician and the 
agencies, where there should be mutual assistance 
and co-operation. It is this great demand which 
prompts the agencies to adopt a policy of caution 
and exhaustive investigation before placing a child. 

The complaint that a long period of time elapses 
between application and placement should be no com- 
plaint, according to the agencies, because it is a means 
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of protecting the prospective parents and the child 
as well, a precaution Mother Nature does not always 
take. The adoptive home is studied in all of its 
aspects. Adequate background information is obtained 
on the natural parents, which is of value in the prog- 
nosis of the infant. Only rarely, if ever, will the indi- 
vidual physician be in a position to determine all 
aspects of the situation as well as the agency can. 

The objection is raised, then, that natural parents 
take their chances, and certainly the offspring has 
nothing to say about his natural parents. Why must 
adoptive parents and babies be surrounded by this 
“unnatural” exploration and study when they, the 
former at least, would be willing to assume a certain 
risk in the results? Such are the ways of life, say the 
agencies, and they are the first to point out that adop- 
tion is an unnatural process which should be strictly 
and cautiously executed. So long as the responsibility 
is theirs, it is only wise that they respect that respon- 
sibility to the greatest degree, not disregard it for 
some expedient based on emotion or financial re- 
muneration. 

Placement agencies, by covering a wide territory, 
can avoid one common source of trouble, the place- 
ment of a baby in the same community as the natural 
parents. The objection to this situation is obvious, 
yet this frequently results when the physician places 
a child directly. No mother can sign her child over 
to adoptive parents legally without their names ap- 
pearing on the release, and, unless the procedure is 
pursued illegally, she then knows where her baby is 
going. In agency transactions, the baby is assigned 
to the agency, keeping the personalities completely 
apart. The agency’s investigation insures that both 
natural parents give complete and legal permission 
for the adoption and, further, that both adoptive 
parents are wholeheartedly in accord with the plan 
and are not likely to change their minds. 

A physician can usually offer the natural mother 
one advantage which the various agencies cannot. 
Through him, the adoptive parents are glad to defray 
part or all of the hospital and professional charges. 
No agency is sufficiently well off at the moment to 
meet this challenge. This, however, is the point of 
maximum vulnerability for the physician since such 
a practice, however innocent and legitimate, inspires 
lurid “black market’’ charges in the Sunday supple- 
ment. 

The physician is motivated primarily by his desire 
to be of assistance, either to the mother or to the 
adoptive parents, or to both. If he could offer the 
same assurance of control and eventual success in all 
areas of the procedure as the agencies can, there 
could be no objection to his activities. Insofar as he 
cannot offer that assurance, he fails to fulfill the 
responsibility he has assumed and invites grief and 
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dissension where he intended to bring happiness and 
harmony. 

Locally, at least, the agencies have admittedly 
failed in one phase of their endeavor. That is in ac- 
quainting physicians with their methods, standards, 
and procedures and thus encouraging the co-opera- 
tion of the medical profession. The committee, there- 
fore, decided to take this means of presenting these 
points which the average physician may have over- 
looked. It has urged the agencies to keep the pro- 
fession better informed of their assistance and serv- 
ices to the mother, the child, the adoptive parents, 
and the physician. Those physicians who may meet 
such problems are similarly urged to watch for and 
give adequate attention to any information releases 
originating from these agencies. 


LICENSE RENEWAL 


The third of a series of editorials on legal sub- 
jects concerning the practice of medicine relates to 
the annual renewal of a license. This procedure is so 
simple that the requirement is sometimes overlooked, 
which could result in serious consequences. For that 
reason, and because of a change in the law, this sub- 
ject is discussed in this issue. 

Once the so-called permanent license to practice 
medicine and surgery in Kansas has been obtained, 
there remain two important requirements that must 
be met if such license is to be kept valid. The first of 
these needs to be performed only once at the begin- 
ning of each location of practice, while the second is 
required annually. Failure to comply actually nullifies 
the license and might well create a situation where 
malpractice insurance is of no effect. Moreover, the 
responsibility for carrying out these requirements rests 
with the individual. 

The first requires that each license shall be re- 
corded within 30 days after its issuance, in the office 
of the county clerk of the county in which the phy- 
sician resides. In case of a non-resident of this state, 
such record shall be made in the office of the clerk 
of the county in which he expects to practice. The 
cost shall not exceed one dollar. Once that has been 
accomplished, it need not be repeated except in case 
of relocation in a different county. 

Of only passing interest to the physician, this law 
further states that the list of such certificates shall 
be a matter of public record and open for inspection 
during regular business hours in the office of the 
county clerk. He is also required, between the 1st 
and the 20th of December in each year, to furnish 
the secretary of the Kansas State Board of Medical 
Registration and Examination a complete list of the 
names of all physicians whose licenses are recorded in 
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his office and the names of those who moved out of 
the county or who have died during the year. 

The consequences of a physician’s failure to comply 
with this law are important, however, and appear in 
the General Statutes of Kansas, 1949, in Chapter 65, 
Section 1003. In this paragraph will be found the 
above mentioned requirements and a further signif- 
icant statement. The physician shall be responsible 
for having this done and “. . .until such certificate of 
license is recorded he shall not exercise any of the 
rights or privileges therein conferred.” 

The second problem concerns the annual renewal. 
Physicians often speak of a permanent license in con- 
trast with a temporary permit. While that distinc- 
tion is valid, it is not strictly accurate in that the 
permanent license is issued for only one year. It is 
true that renewal is automatic if accomplished within 
the required time, but it is also true that the license 
is of no effect unless this law is complied with. This 
also becomes the responsibility of each individual 
physician, and neglect can result in the physician 
practicing without a license and being unaware of 
that fact. 

The 1953 Kansas legislature changed this portion 
of the medical practice act, so a section of the Gen- 
eral Statutes of 1949 on this subject will be incor- 
rect. This will ultimately appear in the 1953 supple- 
ment, but for now may be found in Chapter 288 of 
the 1953 Session Laws of Kansas. Again it involves 
Chapter 65, and this time Section 1004a. The only 
change establishes an increase of the renewal fee 
which was one dollar and now reads ‘‘not to exceed 
five dollars.” The actual amount shall be set by the 
board and for this year-remains at one dollar. 

This law states that the secretary of the Kansas 
State Board of Medical Registration and Examination 
shall send a written notice on the first day of July 
in each year “to the last known address of every 
holder of such certificate within this state.” This shall 
contain a notice that the renewal is due and the 
amount required. The important feature of this sec- 
tion is that the secretary is not required to send a 
second notice, nor need he attempt to locate physi- 
cians whose notices are returned because of address 
changes. In other words, the physician is responsible 
for the renewal of his license whether or not he re- 
ceives a reminder. Incidentally, the work of the secre- 
tary of this board could be made much easier if every 
license holder notified him whenever the doctor 
changed his address. 

The next item of importance is that renewal is 
assured if the fee is received on or before the 1st day 
of October. The doctor, therefore, has three months 
in which to get this done, but in case of delay sev- 
eral results might apply. First, a penalty is added by 
law. The renewal fee paid after October 1 becomes 
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$10, and, secondly, renewal will be granted only “if 
satisfactory proof at that time is submitted of his 
moral fitness.” 

Of more interest to the physician is that if the 
renewal fee is not paid by October 1 of each year 
‘\...said secretary shall strike from the register the 
name of such holder...” which can only mean that 
the doctor who practices under such circumstances is 
practicing without a license. As said earlier, a pro- 
vision is made to correct this neglect on his part, but 
the danger to the doctor who practices without a 
license cannot be overemphasized. Therefore, if it 
has not already been cared for, this renewal fee 
should be sent immediately to O. W. Davidson, 
M.D., Secretary, Kansas State Board of Medical Reg- 
istration and Examination, 864 New Brotherhood 
Building, Kansas City, Kansas. 


LIFE, LIBERTY, AND THE PURSUIT OF 
HAPPINESS 


Once, a very long while ago, a group of pioneers 
established a code for freedom. It happened in 1776, 
to be exact, and the location was a wilderness that 
ultimately became the United States of America. 
Their manuscript was a battle cry presaging storm 
and stress but, with the victory, a golden era of pros- 
perity arrived to make the story read like a fairy tale. 

And, as in the fairy tale, we awake to find it isn’t 
true. It was true once, a soft, pleasant, dreamy truth 
that evaporated so silently we didn’t miss any of its 
parts until all had disappeared. And then? And then 
we spend our time in nostalgic recollection of the 
days that used to be. 

Those were the days of knights in shining armor 
and of dragons. Heroic battles raged, fierce encoun- 
ters shook the hilltops, but the hero won over his 
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adversary or died advancing. His creed was easy to 
believe in. He gave his life, if needed, to prevent the 
compromise of truth. 

Truth almost always won. It won the dramatic 
episode following 1776 when these pioneers wrote 
into the Declaration of Independence that all man- 
kind was entitled, among other things, to Life, Lib- 
erty, and the Pursuit of Happiness. It built the great- 
est nation ever to exist upon the face of the earth. It 
brought prosperity and the highest standard of liv- 
ing ever known to man. 

Today this appears to have happened in a dream. 
There was no violence, no explosion, no storm. The 
fairy tale just disintegrated, and we stand in a strange, 
harsh world bewildered and unfamiliar in our new 
surroundings. A little ashamed of ourselves, we are, 
because our hearts yearn for what we remember, but 
public opinion forbids us to turn back. 

So in that way the final battle is lost forever. The 
most amazing part is that the ultimate victory was 
not a war at all. It came silently and in stealth. It 
was the crushing weight of mediocrity that anni- 
hilated truth. This force conquered because we for- 
got to strive for achievement. We lost our joy in 
conquest. We compromised with truth. We standard- 
ized our lives, and the average became our king. 

The average must always be confusion, an unnat- 
ural compromise—half truth and half a lie. It can 
never completely accept any honest stand nor ever 
completely stamp it out. So, having denounced the 
only truth we ever knew, having turned our backs on 
what we call a fairy tale, we find ourselves hopelessly 
wheeling within a void without a goal, without a 
course to steer by. ; 

But look! All this is crying to call back a dream. 
Who are we to sweep against the tide? Or can we 
even yet? 


James E. Crockett, M.D. 
1919 Olathe Boulevard 
Kansas City, Kansas 


Albert F. Crumley, M.D. 
619 North Main 
Ottawa, Kansas 


William T. Holland, M.D. 
Winter VA Hospital 
Topeka, Kansas 


SERVICE SEPARATIONS 


As a setvice to physicians and communities in this state desiring additional medical personnel, the 
Journal of the Kansas Medical Society will publish in this column each month the names of medical 
officers who will shortly be separated from the armed forces. These are men who volunteered from 
Kansas, and many of them will probably be interested in finding locations in this state. Anyone in- 
terested in contacting these physicians may write to the address here given. 


Warren L. Krump, M.D. 
312 Northeast Avenue 
Oberlin, Kansas 


Lester E. McGonigle, M.D. 
Potwin, Kansas 


John W. McKay, M.D. 
3916 Willow Drive 
Wichita, Kansas 

William S. Mowrey, M.D. 
Luray, Kansas 


Richard V. Polson, M.D. 
722 South Grove 
Wichita, Kansas 


Marion A. Throckmorton, M.D. 
1026 Perry 
Wichita, Kansas 


Richard N. Todd, M.D. 
916 West Pine Avenue 
El Dorado, Kansas 
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PROGRESS IN HEALTH INSURANCE 


The American Medical Association has recently 
published a pamphlet analyzing and discussing the 
various physician sponsored insurance plans in the 
United States. This provided material for a review of 
Kansas Blue Shield which has not appeared in this 
publication for some time and may contain informa- 
tion which has been forgotten by the profession of 
this state. 

Voluntary health insurance has grown rapidly in 
the United States since 1940. Before that time, a few 
small ventures were tried in the Pacific Northwest. 
Six new plans came into existence in 1940, and, by 
the end of 1952, there were 83 health insurance 
programs approved by medical societies in the United 
States. Growth in enrollment is even more dramatic 
because, at the end of 1945, there were still less 
than 3,000,000 people insured. At the end of 1952, 
the total had grown to 27,686,575. This, it should 
be understood, includes only the medical society 
sponsored plans. It does not count the many more 
who are insured for similar benefits with commer- 
cially operated companies. 

It is of interest that approximately half these plans 
present a combination of service and cash indemnity 
programs. Almost exactly one-fourth offer service 
only and one-fourth cash indemnity only. Another 
table presents the story of disbursements. As an ex- 
ample, the lowest rates listed by any such program 
show that 65 per cent of the premium is spent for 
services rendered. The highest is 90 per cent. There 
are numerous reasons for this wide difference, such 
as the fact that new programs will always have a 
lower claim rate in the beginning because of waiting 
periods, etc. The average, however, was 78.6 per 
cent. The average for administrative expense was 
11.05 per cent of the gross earned income. Here also 
there is a considerable range, beginning with a low 
of 6 per cent to a high of 26 per cent. 

National coverage is now offered on a geographical 
basis. There are voluntary health insurance programs 
sponsored by medical societies available in all areas 
of the United States. During the time of the greatest 
expansion, in fact early during that period, this state 
organized Kansas Physicians’ Service with home of- 
fices at 603 Topeka Boulevard, Topeka, Kansas. The 
one person to whom much of the credit for a suc- 
cessful beginning must be given is Barrett A. Nelson, 
M.D., Manhattan, who spent innumerable hours 
studying this problem and advising the profession of 
Kansas concerning its many aspects, and who became 
its first, dynamic president. Today the president is 
Henry S. Blake, M.D., of Topeka. 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Kansas Physicians’ Service, now known as Blue 
Shield, was organized in December of 1945 under a 
special enabling act passed by the Kansas legislature 
early in that year. The first services began in January, 
1946. It was organized and sponsored by the Kansas 
Medical Society and has continued to be among the 
major projects of this organization since its begin- 
ning. The governing body consists of 21 directors, of 
whom 18 are physicians and 3 laymen. The area cov- 
ered is the entire state except for Johnson and Wyan- 
dotte counties. The last two were excluded because of 
their previous engagement in another similar pro- 
gram involving the Greater Kansas City area. 

The type of contract here is a combination of serv- 
ice and cash benefits. Persons at any income level 
are eligible to subscribe, but individuals with an in- 
come of under $2,000 annually and families with in- 
comes of less than $3,000 are eligible for service 
benefits. Those with incomes in excess of the above 
amounts receive indemnity benefits. 

There are many other things that might be stated 
about Kansas Blue Shield, but most significant is the 
story of the number of persons enrolled as of Decem- 
ber 31, 1952. At that time there were 295,106 in the 
Kansas program. There were in the United States five 
such programs with 1,000,000 or more enrolled. They 
were, quite naturally, in the larger states, Michigan, 
New York, Pennsylvania, Massachusetts, and Ohio. 
Kansas is among 30 that have more than 250,000 and 
has shown a continual increase since its beginning. 

The Kansas program, along with others, is grow- 
ing also in other ways than statistically. Kansas phy- 
sicians have always shown a willingness to experi- 
ment with new methods of performing a better serv- 
ice for the public. At present two special commit- 
tees within the medical society are engaged in proj- 
ects of this type. An experiment now is under way 
in providing additional benefits for catastrophic ill- 
nesses, and Kansas is among a small group that is 
working in this area. There are other experiments 
being carried on throughout the country which are 
also followed with much interest in this state and 
may from time to time be adopted into the Kansas 
Blue Shield program. 

In general, the Kansas Medical Society takes pride 
in its participation in this very large and worthwhile 
public service project. The program, not yet 10 years 
old, is, quite naturally, experiencing growing pains. 
There are many things that need to be improved, but 
as rapidly as workable solutions can be obtained these 
improvements become a part of the program. Physi- 
cians of Kansas are co-operating in this regard, and, 
by the very fact of continually increased enrollment, 
Kansas Blue Shield has demonstrated its usefulness 
to the citizens of this state. 


Dr. Helwig: Today we have three extraordinary 
cases, including identical twins with papillary car- 
cinomas developing at the same time and involving 
the same lobe of the thyroid with metastases to cer- 
vical lymph nodes on the same side. Cancer of other 
organs occurring in twins is familiar to all of you, 
I am sure, because, being extraordinary, it is usually 
reported. With what frequency it occurs I do not 
know, but I am sure it must be very rare. Some years 
ago, a former professor of pediatrics here had two 
young girls, twins, who simultaneously developed 
acute Basedow’s disease, but I think these two cases 
today are even more extraordinary. 

Dr. Nesselrode, would you give the histories? 


CASE NO. 53-50 


Dr. Nesselrode: The first twin was a 24-year-old 
white nurse who was admitted to this hospital on 
March 21, 1953. Prior to admission she had noted 
a couple of enlarged nodes on the right side of her 
neck for two months, several other nodes for three 
weeks, and a slight weight loss for one week. There 
were no symptoms of hyperthyroidism except for 
occasional paroxysmal tachycardia. A lymph node 
biopsy on March 18, 1953, was reported as meta- 
static papillary adenocarcinoma from the thyroid 
gland. The patient was admitted for a total thyroid- 
ectomy and radical neck dissection. 

Physical examination revealed a palpable, discrete, 
non-tender node in the right posterior cervical chain 
and in the sternoclavicular region. There was a 
healing biopsy scar on the right side of the neck. 
The thyroid was not palpable. The blood pressure 
was 108/60, and the pulse was 88. The remainder 
of the physical examination was normal and [131 
uptake was within normal limits. Other laboratory 
studies were negative. 

On March 23, 1953, a total thyroidectomy and 
right radical neck dissection was performed. The 
postoperative course was complicated by hypocal- 
cemia and tetany. 


* Cancer teaching activities aided by a grant from the National 
Cancer Institute and the Kansas Division of the American Cancer 
Society. 

** Trainee of the National Cancer Institute. 
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Papillary Adenocarcinoma 


CASE NO. 53-51 


The second twin was a teacher who was admitted 
to this hospital on March 24 in no acute. distress. 
After the patient learned that her twin sister had 
been found to have carcinoma of the thyroid gland, 
she consulted a doctor who found a similar palpable 
lymph node in her neck. She was admitted to this 
hospital for study and treatment. 

Physical examination revealed a single, enlarged 
posterior cervical node on the right side and a palpa- 
ble right lobe of the thyroid. The remainder of the 
physical examination was within normal limits. I'3' 
uptake was normal, and other laboratory studies were 
negative. 

On March 26 a total thyroidectomy and right 
radical neck dissection was performed, and the post- 
operative course was uneventful. 

Dr. Helwig: Dr. Boley, would you tell us about 
the pathological findings in these two cases? 

Dr. Boley: The biopsied cervical lymph node in 
the first case measured 1.3 x 1 x 0.7 cm. and was 
almost entirely replaced by tumor; only a little rim of 
lymphoid tissue remained about the periphery. At the 
subsequent operation, the right lobe of the thyroid con- 
tained several white tumor nodules which measured 
up to 1.5 cm. in diameter. There was also a small 
white nodule in the left lobe, and lymph nodes on 
the right side contained white tumor tissue. Microscop- 
ically both tumor and metastases were similar in ap- 
pearance. The greater part of the tumor was com- 
posed of acini, often containing colloid, but other 
parts were predominantly papillary. There was some 
variation in the morphologic characteristics of the 
cells. In the right lobe there was blood vessel inva- 
sion by tumor. The small nodule in the left lobe also- 
proved to be tumor microscopically. 

In the second case, the tumor tissue in the right 
lobe was found to be more papillary than in the 
first case. Only occasionally were there acini with 
colloid. Only one lymph node was found which 
contained tumor, and this was proved by frozen 
section at the time of operation. 

Dr. Helwig: When one finds papillary, thyroid- 
appearing tissue in a cervical lymph node, he can’t 
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PROGRESS IN HEALTH INSURANCE 


The American Medical Association has recently 
published a pamphlet analyzing and discussing the 
various physician sponsored insurance plans in the 
United States. This provided material for a review of 
Kansas Blue Shield which has not appeared in this 
publication for some time and may contain informa- 
tion which has been forgotten by the profession of 
this state. 

Voluntary health insurance has grown rapidly in 
the United States since 1940. Before that time, a few 
small ventures were tried in the Pacific Northwest. 
Six new plans came into existence in 1940, and, by 
the end of 1952, there were 83 health insurance 
programs approved by medical societies in the United 
States. Growth in enrollment is even more dramatic 
because, at the end of 1945, there were still less 
than 3,000,000 people insured. At the end of 1952, 
the total had grown to 27,686,575. This, it should 
be understood, includes only the medical society 
sponsored plans. It does not count the many more 
who are insured for similar benefits with commer- 
cially operated companies. 

It is of interest that approximately half these plans 
present a combination of service and cash indemnity 
programs. Almost exactly one-fourth offer service 
only and one-fourth cash indemnity only. Another 
table presents the story of disbursements. As an ex- 
ample, the lowest rates listed by any such program 
show that 65 per cent of the premium is spent for 
services rendered. The highest is 90 per cent. There 
are numerous reasons for this wide difference, such 
as the fact that new programs will always have a 
lower claim rate in the beginning because of waiting 
periods, etc. The average, however, was 78.6 pet 
cent. The average for administrative expense was 
11.05 per cent of the gross earned income. Here also 
there is a considerable range, beginning with a low 
of 6 per cent to a high of 26 per cent. 

National coverage is now offered on a geographical 
basis. There are voluntary health insurance programs 
sponsored by medical societies available in all areas 
of the United States. During the time of the greatest 
expansion, in fact early during that period, this state 
organized Kansas Physicians’ Service with home of- 
fices at 603 Topeka Boulevard, Topeka, Kansas. The 
one person to whom much of the credit for a suc- 
cessful beginning must be given is Barrett A. Nelson, 
M.D., Manhattan, who spent innumerable hours 
studying this problem and advising the profession of 
Kansas concerning its many aspects, and who became 
its first, dynamic president. Today the president is 
Henry S. Blake, M.D., of Topeka. 
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Kansas Physicians’ Service, now known as Blue 
Shield, was organized in December of 1945 under a 
special enabling act passed by the Kansas legislature 
early in that year. The first services began in January, 
1946. It was organized and sponsored by the Kansas 
Medical Society and has continued to be among the 
major projects of this organization since its begin- 
ning. The governing body consists of 21 directors, of 
whom 18 are physicians and 3 laymen. The area cov- 
ered is the entire state except for Johnson and Wyan- 
dotte counties. The last two were excluded because of 
their previous engagement in another similar pro- 
gram involving the Greater Kansas City area. 

The type of contract here is a combination of serv- 
ice and cash benefits. Persons at any income level 
are eligible to subscribe, but individuals with an in- 
come of under $2,000 annually and families with in- 
comes of less than $3,000 are eligible for service 
benefits. Those with incomes in excess of the above 
amounts receive indemnity benefits. 

There are many other things that might be stated 
about Kansas Blue Shield, but most significant is the 
story of the number of persons enrolled as of Decem- 
ber 31, 1952. At that time there were 295,106 in the 
Kansas program. There were in the United States five 
such programs with 1,000,000 or more enrolled. They 
were, quite naturally, in the larger states, Michigan, 
New York, Pennsylvania, Massachusetts, and Ohio. 
Kansas is among 30 that have more than 250,000 and 
has shown a continual increase since its beginning. 

The Kansas program, along with others, is grow- 
ing also in other ways than statistically. Kansas phy- 
sicians have always shown a willingness to experi- 
ment with new methods of performing a better serv- 
ice for the public. At present two special commit- 
tees within the medical society are engaged in proj- 
ects of this type. An experiment now is under way 
in providing additional benefits for catastrophic ill- 
nesses, and Kansas is among a small group that is 
working in this area. There are other experiments 
being carried on throughout the country which are 
also followed with much interest in this state and 
may from time to time be adopted into the Kansas 
Blue Shield program. 

In general, the Kansas Medical Society takes pride 
in its participation in this very large and worthwhile 
public service project. The program, not yet 10 years 
old, is, quite naturally, experiencing growing pains. 
There are many things that need to be improved, but 
as rapidly as workable solutions can be obtained these 
improvements become a part of the program. Physi- 
cians of Kansas are co-operating in this regard, and, 
by the very fact of continually increased enrollment, 
Kansas Blue’ Shield has demonstrated its usefulness 
to the citizens of this state. 


Dr. Helwig: Today we have three extraordinary 
cases, including identical twins with papillary car- 
cinomas developing at the same time and involving 
the same lobe of the thyroid with metastases to cer- 
vical lymph nodes on the same side. Cancer of other 
organs occurring in twins is familiar to all of you, 
[ am sure, because, being extraordinary, it is usually 
reported. With what frequency it occurs I do not 
know, but I am sure it must be very rare. Some years 
ago, a former professor of pediatrics here had two 
young girls, twins, who simultaneously developed 
acute Basedow’s disease, but I think these two cases 
today are even more extraordinary. 

Dr. Nesselrode, would you give the histories? 


CASE NO. 53-50 


Dr. Nesselrode: The first twin was a 24-year-old 
white nurse who was admitted to this hospital on 
March 21, 1953. Prior to admission she had noted 
a couple of enlarged nodes on the right side of her 
neck for two months, several other nodes for three 
weeks, and a slight weight loss for one week. There 
were no symptoms of hyperthyroidism except for 
occasional paroxysmal tachycardia. A lymph node 
biopsy on March 18, 1953, was reported as meta- 
static papillary adenocarcinoma from the thyroid 
gland. The patient was admitted for a total thyroid- 
ectomy and radical neck dissection. 

Physical examination revealed a palpable, discrete, 
non-tender node in the right posterior cervical chain 
and in the sternoclavicular region. There was a 
healing biopsy scar on the right side of the neck. 
The thyroid was not palpable. The blood pressure 
was 108/60, and the pulse was 88. The remainder 
of the physical examination was normal and ['%1 
uptake was within normal limits. Other laboratory 
studies were negative. 

On March 23, 1953, a total thyroidectomy and 
right radical neck dissection was performed. The 
postoperative course was complicated by hypocal- 
cemia and tetany. 


* Cancer teaching activities aided by a grant from the National 
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Gxtcirioms of the Thyroid: Papillary Adenocarcinoma 
Occurring in Twins and a Case of 
Hurthle Cell Carcinoma 


Tumor Conference* 
Edited by H. I. Firminger, M.D., and F. R. Skelton, M.D.** 


427 


CASE NO. 53-51 


The second twin was a teacher who was admitted 
to this hospital on March 24 in no acute. distress. 
After the patient learned that her twin sister had 
been found to have carcinoma of the thyroid gland, 
she consulted a doctor who found a similar palpable 
lymph node in her neck. She was admitted to this 
hospital for study and treatment. 

Physical examination revealed a single, enlarged 
posterior cervical node on the right side and a palpa- 
ble right lobe of the thyroid. The remainder of the 
physical examination was within normal limits. I'3* 
uptake was normal, and other laboratory studies were 
negative. 

On March 26 a total thyroidectomy and right 
radical neck dissection was performed, and the post- 
operative course was uneventful. 

Dr. Helwig: Dr. Boley, would you tell us about 
the pathological findings in these two cases? 

Dr. Boley: The biopsied cervical lymph node in 
the first case measured 1.3 x 1 x 0.7 cm. and was 
almost entirely replaced by tumor; only a little rim of 
lymphoid tissue remained about the periphery. At the 
subsequent operation, the right lobe of the thyroid con- 
tained several white tumor nodules which measured 
up to 1.5 cm. in diameter. There was also a small 
white nodule in the left lobe, and lymph nodes on 
the right side contained white tumor tissue. Microscop- 
ically both tumor and metastases were similar in ap- 
pearance. The greater part of the tumor was com- 
posed of acini, often containing colloid, but other 
parts were predominantly papillary. There was some 
variation in the morphologic characteristics of the 
cells. In the right lobe there was blood vessel inva- 
sion by tumor. The small nodule in the left lobe also. 
proved to be tumor microscopically. 

In the second case, the tumor tissue in the right 
lobe was found to be more papillary than in the 
first case. Only occasionally were there acini with 
colloid. Only one lymph node was found which 
contained tumor, and this was proved by frozen 
section at the time of operation. 

Dr. Helwig: When one finds papillary, thyroid- 
appearing tissue in a cervical lymph node, he can’t 
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be sure that there is not carcinoma in the homolateral 
lobe or elsewhere in the thyroid, even though he 
cannot see the lesion grossly. About a year or more 
ago, I had one that I couldn’t find grossly even by 
careful section of the lobe with a razor blade. After 
it was fixed, my assistant looked at it and saw a little 
dimple-like depression of the capsule of the gland. 
Histologic section of that area showed a lesion just 
small enough that the entire tumor could be seen 
under the low power magnification of the micro- 
scope. Furthermore, at Memorial Hospital in New 
York, about the same time that we had this micro- 
scopic primary, they reported a small series of thyroid 
cancer cases! where it was necessary to do almost 
serial sections of glands before they found them. 
That’s probably a shock for the old original idea that 
some of these arise in the so-called “lateral aberrant 
component” rather than being primary in the thyroid 
gland. I think everybody now feels that these ‘‘aber- 
rant” thyroid masses are all metastatic, and the lat- 
eral component as the primary source has been 
largely discounted. 

What was the relative grade of malignancy of 


Figure 1. Photomicrograph of the thyroid gland from one of 
the twins showing the papillary nature of the adenocarcinoma, 
above, which is separated from the normal thyroid, below. Auto- 
radiogram of a similar area showed marked uptake of I™ by the 
normal thyroid tissue in contrast te almost total absence of 
uptake by the tumor tissue. Hematoxylin and eosin, 
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these tumors, Dr. Boley, and how much significance 
do you attach to vascular invasion in this lymphangial 
invasive type of papillary carcinoma? 

Dr. Boley: Both tumors were of low grade malig- 
nancy. In the first case, if there had been no lymph 
node metastases or blood vessel invasion, I think it 
would be difficult to say it was cancer rather than 
adenoma. In the second case, there was some varia- 
tion in the papillary parts of the tumor and slight 
extension outside the capsule. I did not find blood 
vessel invasion but, as I mentioned, there was one 
lymph node containing metastatic carcinoma. When 
one encounters these rather well differentiated tu- 
mors, I think it’s very difficult to distinguish them 
from adenomas. Under these circumstances, blood 
vessel invasion is considered by some? as one of the 
prime criteria of malignancy versus benignancy in 
such tumors. I have been more or less inclined to 
tely on blood vessel and capsular invasion, despite 
the fact that you can have blood vessel invasion with 
a benign course.$ 

Dr. Helwig: Dr. Robinson, would you discuss 
these two cases? 

Dr. Robinson: The problem in these two young 
ladies is exceedingly interesting from many stand- 
points: first, the clinical picture; second, the patho- 
logical implications; and third, the undisputed fact 
that neoplasms in identical twins do occur, and we 
should be on the lookout for them. 

Dr. Max Allen asked me to see the first young 
lady to do a biopsy on her neck. She had a firm node 
in the right side of her neck, slightly fixed to the 
surrounding fascial structures but easily dissected 
out. We thought at the time that it was neoplastic, 
but it seemed more like one of the lymphomata. We 
got back the pathological report, as you heard, and 
arranged to have this girl admitted to the hospital. 
It was the very morning she was being admitted that 
her twin sister stopped me in the hall and said, ‘‘Doc- 
tor, I don’t know about this, but I have a lump in 
my neck about the same place, and I'd like to have 
you feel it.” So I examined it, and it felt quite the 
same as had the node in the neck of her sister. We 
arranged to admit her, too, and did the two opera- 
tions about three days apart. 

Now you might ask, why did we do what we did 
in the manner that we did it? With a diagnosis of 
metastatic carcinoma in a lymph node from the thy- 
roid, it’s essential that the entire thyroid be removed, 
except for a very small amount of thyroid tissue. In 
these cases, a radical neck dissection was also done. 
They elected to have Dr. Orr do the total thyroidec- 
tomy and to have me do the radical neck dissection 
immediately following. We did the identical pro- 
cedure for the two girls, and the findings were es- 
sentially the same, except that the process was not 
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quite as pronounced or as far along in the second 
case. The wounds healed nicely, and we followed 
with radiation therapy of two different types, ex- 
ternal radiation therapy and radioactive iodine. The 
dosage of radioactive iodine was not great; one of 
the girls was pregnant, and we wanted to avoid any 
possible damage to the fetus. 

Dr. Max Allen is planning further radioactive 
iodine treatment, as seems indicated. We think it is 
important to follow these girls, and will follow them 
at regular two-month intervals for the first year or 
two, and after that perhaps every three or four 
months for some little time. 

In connection with the implications of twinning 
and neoplasms, it seems most timely that recently 
there was a nice, short editorial in the J. A. M. A. 
relating to this problem, entitled “Neoplasms in 
Identical Twins.”’* 

There was a study by Macklin® in 1940 concerning 
the incidence of neoplasms in twins in which the 
incidence of neoplasms in identical twins was com- 
pared with that in fraternal twins. She found in 
identical twins, in which one member had cancer, 
that the other twin had cancer in 60 per cent of the 
cases, with similar tumors occurring in almost 95 
per cent. The difference in age at the time of onset 
of symptoms in the pairs of twins averaged 11/4, 
years. In contrast, fraternal twins with cancer showed 
that both members had cancer in only 35 per cent 
of cases, and just over 50 per cent of these had similar 
tumors. The average difference in age at the time of 
onset of symptoms in the fraternal twins was 6.3 
years. 

Dr. Helwig: Some years ago Dr. Macklin also 
made a study of the occurrence in sisters of carcinoma 
of the same breast.° The frequency of occurrence of 
carcinoma in the same breast in sisters is consider- 
ably greater than can be accounted for by chance 
alone. Some figures were given, which someone sub- 
jected to mathematical analysis, and it was found 
that the chance of two daughters of a mother having 
carcinoma of the left breast developing carcinoma 
of the left breast would be 10 times less likely than 
drawing a perfect bridge hand. But when we see 
over 60 per cent in identical twins, this would raise 
that tremendously; I should think it would be like 
drawing perfect hands every night for a year. 

Dr. Litton: Dr. Helwig, I’d.like to summarize the 
radiation therapy given in these cases. As far as the 
diagnostic studies with radioactive iodine are con- 
cerned, 200 microcuries and 500 microcuries, re- 
spectively, were given initially. Their uptake deter- 
minations over the thyroid areas were something like 
10 per cent and 15 per cent, and excretion studies 
showed that about 80 per cent was excreted in the 
urine, which would indicate to us that there was 


essentially no functioning metastatic tissue anyplace. 
As Dr. Robinson has said, it is not customary to take 
out all the thyroid tissue at surgery, and in our diag- 
nostic studies following total thyroidectomy we not 
infrequently get as much as 20 per cent I8! uptake 
over the thyroid area. So postoperatively each of 
the girls was given 45 millicuries of radioactive iodine 
orally for the purpose of complete ablation of func- 
tioning thyroid tissue, and x-ray therapy amounting 
to a total depth dose of 3,000 r to the right cervical 
area. 

Dr. Helwig: I believe it might be well to mention 
that paradoxically this type of tumor, which is a well 
differentiated tumor in contrast to the highly undif- 
ferentiated round cell, spindle cell, or pleomorphic 
cell tumors, is a relatively radiation-responsive tumor. 
At the Mayo Clinic, some surgeons take out the 
homolateral lobe and, if there are no evident nodes, 
they radiate and feel that may be adequate because 
these tumors do respond nicely. So I would think, 
under the circumstances, that you could feel pretty 
secure about what you've given in this instance. 

Were any autoradiograms made, and what did they 
show? 

Dr. Bly: We did both autoradiograms and radio- 
isotope assays on the various thyroid tissues and 
lymph nodes removed surgically from the two girls. 
Normal thyroid tissue showed very good uptake. The 
areas of completely carcinomatous tissue in the thy- 
roid or lymph nodes had an average of something 
like 0.8 counts per minute per mg. of tissue, in con- 
trast to about 150 counts per minute per mg. of the 
normal thyroid tissue. In other words, the cancerous 
tissue in these girls had less than 1 per cent as high 
an uptake of I'#1 as the normal thyroid tissue. We 
recall that these are both papillary adenocarcinomas 
of the thyroid, which show in general considerably 
less uptake than well differentiated acinar colloid- 
forming types of carcinoma. However, it must be 
remembered that some papillary carcinomas and some 
colloid carcinomas do show radioiodine uptake, and 
that it is conceivably possible in some of these to 
extirpate metastases and any remaining thyroid by 
internal radiation. However, complete success by this 
means is not common. 

We had one-patient with cancer of the thyroid 
at the University of Rochester who received a total 
of about a curie and a half. He got 400 millicuries 
at one dose, 600 at the second dose, and 400 at the 
third dose, and there were still metastases composed 
of normal-looking thyroid acinar tissue and contain- 
ing radioactive iodine located in the iliac crest, ver- 
tebrae, and various other areas. Even with that in- 
tensive radiation by radioiodine which some of the 
glands had taken up, they had not been sensitive 
enough to be knocked out. 
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Dr. Helwig: It has been demonstrated’ that the 
ability of metastatic tumors to take up radioactive 
iodine is increased after the thyroid has been re- 
moved surgically or knocked out by internal [1% 
irradiation or by thiouracil administration. This is 
presumably mediated by thyrotropic hormone of the 
pituitary and can be induced or accentuated by ad- 
ministration of this hormone prior to giving radio- 
active iodine. 

Dr. Robinson: Does anyone know the effect of 
radioactive iodine on the fetus, and what one might 
expect to happen? 

Dr. Helwig: There have been reports’ of sterility 
as a result of radioactive iodine knocking out the 
ovary, but I don’t know how frequently it occurs. 

Dr. Bly: In these two patients, particularly in one 
patient, it was found that most of the iodine was 
excreted in the urine. Any taken up by the fetus 
would be taken up in the thyroid gland. The preg- 
nant girl postoperatively had 45 millicuries, which is 
not a large therapeutic dose for thyroid cancer. How- 
ever, since doses of about a millicurie have been said 
to produce adenomas of the thyroid in rats, a dose of 
45 millicuries given to a mother whose thyroid had 
been largely removed might present a high blood 
concentration to the fetal thyroid before being almost 
completely excreted via the mother’s urine. On the 
other hand, the thyroid follicles, although formed and 
containing some colloid by the fourth fetal month, 
would probably not show much I'*1 uptake yet. I 
know of no reports on any damaging effect to fetal 
thyroid tissue. 

Dr. Robinson: It must also be remembered that 
the removal of this much thyroid will necessitate 
the administration of thyroid extract postoperatively. 
Don’t forget also that the parathyroids are often re- 
moved with a total thyroid specimen, so signs of 
tetany must be watched for very carefully in the first 
week or so. I'll never forget the first thyroid I ever 
removed. I came in the next morning and found the 
patient with her hands and feet clenched and drawn 
up in tetanic contracture, and I was pretty upset 
about it. I questioned her, since I didn’t think I could 
be that far off, and she said that every spring and 
fall she had attacks just the same way. I think she 
was one of those rare people who. have idiopathic 
hypocalcemia of parathyroid origin. 

I think it ought to be impressed upon the people 
at this conference that this is the type of neoplasm 
that smoulders, and if one can get rid of even rather 
extensive metastases once they have occurred, he can 
expect the patient to have quite a fair survival period. 
Sometimes this neoplasm occurs in the very young, 
four- or five-year-old children, yet even when it has 
invaded the mediastinal nodes and these are removed, 


the prognosis is still pretty good. 


Dr. Helwig: Yes. Thyroid surgery in these cases 
is quite effective. I noticed an article by George 
Crile® in which he reports that he removes any in- 
volved nodes and takes out the homolateral lobe. 
Then he waits for the rest of the nodes to pop up and 
takes them out one at a time; and I know that has 
been followed by a number of other surgeons. Be- 
cause of the extremely slow growth and slow evolu- 
tion of the tumor, he doesn’t feel that he is jeopard- 
izing the patient's future. 

Let’s have the last case, Dr. Brooker. 


CASE NO. 53-52 


Dr. Brooker: The third case is that of a 62-year- 
old white woman, admitted to the medical center 
for a progressively enlarging mass in the neck, with 
shortness of breath and difficulty in swallowing. She 
had had an enlarged thyroid for approximately 20 
years without any treatment, and had experienced pain 
in the left shoulder and upper arm for 8 months prior 
to admission. 

Physical examination showed this huge mass in 
the neck to be bilateral, but it was more extensive 
on the left. It was nodular, compressed the trachea, 


Figure 2. Photograph of the patient before operation ‘showing 
extensive involvement of the neck by the large, nodular tumor. 
Note the tortuosity of the dilated superficial veins over the uppet 
sternum. 
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and extended into all triangles of the neck and be- 
neath the sternum. Her radioactive iodine uptake was 
9 per cent, and roentgenograms of the chest revealed 
calcification in the thyroid area. There were minimal 
signs of sympathetic and upper brachial cord involve- 
ment. The blood pressure was 140/70 and the pulse 
82 per minute. Hemoglobin was 7.7 grams, and 
other laboratory studies were not contributory. 

Five days after admission, an exploratory opera- 
tion was performed, at which time much of the 
tumor was removed, but it was impossible to resect 
the whole tumor because of its wide local extension 
and gross invasion of large veins. A tracheotomy was 
done during surgery. 

Postoperatively, radiation therapy was instituted 
and recovery was uneventful. The patient was dis- 
missed with the tracheotomy tube in place. 

Dr. Kittle: At the time of operation, we found 
that this large goiter involved almost every structure 
in the patient’s neck with extensive invasion of the 
larynx and trachea from the thyroid cartilage down 
to the jugular notch, making it impossible to find 
any sort of a dissection plane. It was adherent to 
both of the carotid arteries and had invaded exten- 


Figure 3. Photomicrograph of the tumor to show its alveolar 
pattern and presence within a vein, the wall of which can be 
seen in the upper part of the photograph. Verhoeff-van Gieson, 
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sively into the neck muscles. On the left side, the 
internal jugular vein contained large masses of the 
tumor tissue itself, so that in order to ligate the 
vessel it was actually necessary to grasp it and milk 
the tumor tissue down. I think that gives you per- 
haps the best idea about how invasive and extensive 
this tumor was. We had to excise as much of the 
tumor as possible, but admittedly there was still a 
fair amount of the tumor mass left. We elected to 
do a tracheotomy at the time of surgery because of 
the need for postoperative irradiation and the dis- 
tortion of the trachea, and because past experience 
has shown that as these patients receive radiation a 
great deal of tracheal edema occurs. Postoperatively 
the patient did as well as could be expected, and she 
was referred to x-ray for further therapy. 

Dr. Helwig: How much radiation have you given 
her, Dr. Litton? 

Dr. Litton: She got a depth dose of 1,740 r. This 
was a large tumor, and to get a 1,740 r depth dose 
we had to give close to skin tolerance on each side, 
at least over 3,000 r. 

Dr. Helwig: Dr. Boley, would you tell us about 
the pathology of this tumor? 

Dr. Boley: I think there are two facts worthy of 
emphasis. One is that the total weight of the material 
removed was 330 gms. The veins were extensively 
involved by tumor so that they were somewhat like 
small sausages. Microscopically, the tumor was com- 
posed of large, uniform, acidophilic Hiirthle cells, 
with some variation in the nuclei. We feel that it 
is a malignant Hiirthle cell tumor. 

Dr. Helwig: Did it produce any colloid at all? 

Dr. Boley: No. 

Dr. Helwig: It might be mentioned that this rel- 
atively noncolloid producing tumor will occasionally 
take up I'3!, On the other hand, I don’t believe any 
of them have been found which would take it up in 
therapeutic amounts. 

Dr. Kittle: Certainly this is an excellent example 
of an individual who has had a goiter for a great 
many years and feels that there is nothing that needs 
to be done about it until the goiter attains such size 
that he has either dyspnea or dysphagia. Many such 
goiters may undergo malignant change, and this in 
itself is indication for advising patients to have these 
goiters excised. Another interesting thing is the type 
of tumor, the so-called Hiirthle cell tumor. It is one 
of the more obscure types of thyroid carcinoma. In 
a series of some 112 cases® reviewed at Johns Hop- 
kins University, only 6 instances of Hiirthle cell 
tumor were found. 

Since there is a great deal of dispute among pathol- 
ogists about the malignancy of thyroid lesions, I'd 
like to ask whether they call a Hiirthle cell tumor 
benign or malignant. I think the confusion may arise 
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because the Hiirthle cell tumor does not tend to 
metastasize but is locally invasive. It is analogous to 
a basal cell tumor, which does not metastasize. 

Dr. Helwig: I don’t think we can overemphasize 
what Dr. Kittle says. In a series at the Lahey Clinic,1° 
of 1,971 solitary adenomas of the thyroid gland, there 
were 10 per cent malignant tumors. That is a high 
percentage, since in diffuse goiters it runs not over 
0.6 per cent. Thus there’s a 10 per cent chance of 
adenomas becoming malignant, and I think we can 
say, therefore, that solitary adenoma of the thyroid 
gland is a lesion which should always be taken out. 
In my own material, I think at least 80 to 85 per cent 
of all cancers of the thyroid that I have seen in the 
past 30 years have started as solitary adenomas. How 
do you feel about that, Dr. Robinson? Am I being 
a little too sanguine? 

Dr. Robinson: No, I think you're right. I have 
been thinking, as you were talking, about how one 
should manage a thyroid that clinically has a single 
nodule. At the time of surgery one often finds 4 to 
10 other nodules in the thyroid which could not be 
felt from the outside, but which are there and have 
the same malignant potentiality as the bigger one. 
Therefore, I think one has to do a thorough explora- 
tion of both lobes of the thyroid and not just do a 
minimal exposure. 

Dr. Helwig: I think we've got to differentiate be- 
tween adenomas that are neoplastic and pseudo- 
adenomas of the thyroid. Now the ordinary colloid 
goiter may have hidden in it, it’s quite true, a fetal 
adenoma, or whatever you want to call it, but the 
majority of them obviously are not neoplastic proc- 
esses at all. If you've got a big nodular goiter, it 
ought to come out anyway, but if you've got just 
one solitary nodule in an otherwise normal gland, 
I certainly think you’re justified in removing that 
nodule. 

Dr. Kittle: Dr. Helwig, do you find some of these 
glands with two or three discrete adenomas? 

Dr. Helwig: Yes, we do, we surely do; but that’s 
a nodular goiter, and such goiters should come out. 

I should like to comment on the possible side 
effects of radioiodine. Aside from the salutary myx- 
edema and occasional castration effect, you may get 
a pancytopenia; there have been deaths from pancy- 
topenia from too large doses of I'%!. There has been 
loss of hair over the areas of metastasis where the 
I131 has concentrated, particularly if they are in the 
skull. However, this is a minor affair in someone with 
bony or soft tissue metastases. 

Dr. Robinson: What is the half-life of radio- 
iodine? 

Dr. Helwig: Eight days, and it’s practically all 
(about 99 per cent) gone in 53 days. 

Another point I think important is, don’t be spill- 
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ing that urine around indiscriminately because of the 
very high concentration of iodine that we know is 
constantly emitting beta and gamma _ radiations. 
Measurements of radioactivity in the urine are nec- 
essary in order to calculate the amount of uptake by 
the body, but be careful in handling the urine; some- 
one might get a little overdose from fooling with it. 
It’s pretty active, because practically all of the radio- 
active iodine is excreted through the kidney. 

Dr. Robinson: For how many years now have we 
been using radioactive iodine? 

Dr. Bly: There was a small amount produced by 
Fermi in 1938. There were minute quantities avail- 
able until the war, when the A.E.C. piles produced 
it in large quantity. Hertz! used radioactive iodine in 
animals in 1938 and reported its use in 10 hyper- 
thyroid patients in 1942. 

Dr. Robinson: It’s been only 5 to 7 years since 
anyone has had very much of this to give, and that’s 
hardly long enough to see whether there are any 
neoplastic potentialities. This is something for which 
we must be on the lookout. 
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ACADEMIC PROMOTIONS AT K.U. 


The following promotions in academic rank have 
been announced for the University of Kansas School 
of Medicine by Chancellor Franklin D. Murphy: 

To professor: Dr. E. Grey Dimond, medicine 
(chairman). 

To associate professor: Dr. Jesse D. Rising, medi- 
cine; Dr. Leland D. Stoddard, pathology; Dr. H. I. 
Firminger, pathology; Dr. William P. Williamson, 
surgery; Dr. James O. Boley, pathology. 

To assistant professor: Dr. Franklin Behrle, pedi- 
atrics ; Dr. Sigmund Gundle, psychiatry ; Dr. Frederick 
Kittle, surgery ; Dr. Charles E. Brackett, surgery. 

To associate: Dr. Frederick Speer, pediatrics; Dr. 
J. E. McConchie, radiology; Dr. Doris Kubin, radi- 


ology. 
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ACTIVITIES OF MEMBERS 


Dr. Edward X. Crowley and Dr. Norman C. 
Siebert, Wichita, recently became diplomates of the 
American Board of Obstetrics and Gynecology. 


Dr. Ronald McCoy, Coldwater, announces that Dr. 
Robert E. Bodmer is now associated with him in 
practice. 


Dr. Delbert V. Preheim, who formerly practiced 
in Moundridge, has become a member of the staff of 
the Bethel Clinic, Newton, and is specializing in 
internal medicine. 


The Eddy Clinic, Hays, announces that Dr. Harry 
R. Custer, surgeon, is now a member of its staff. Dr. 
Custer, a graduate of the College of Medicine of 
Ohio State University in 1948, comes to Kansas from 
Columbus, Ohio, where he was senior resident of the 
department of surgery, Ohio State Medical Center, 
chief resident of the department of pediatric surgery 
at the center, and resident surgeon at St. Francis 
Hospital, Columbus. 


Dr. George W. Cowles and Dr. Edward X. Crow- 
ley, Wichita, announce that Dr. Grant E. Evans is 
now associated with them in practice. 


Dr. Ralph B. Earp, who began practice in 1897, 
last month announced his retirement from active 
practice in E] Dorado. 


Dr. Mahlon H. Delp, assistant dean in charge of 
postgraduate affairs and professor of medicine at 
the University of Kansas School of Medicine, was 
named as the faculty member most devoted to his 
primary objective as a teacher by the senior class of 
1953. With that distinction he became winner of the 
Jayhawker Award, offered by the Jayhawker M.D., 
yearbook. . 


Dr. Howard R. Wagenblast, Lawrence, resigned 
last month as director of the Lawrence-Douglas 
County Health Department to enter the U. S. Public 
Health Service. He will be stationed at Denver as a 
senior assistant surgeon. Dr. Byron W. Walters, who 
formerly practiced in Marquette and has been in 
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Lawrence since last fall, has accepted an appointment 
as temporary director of the health department. 


Dr. Robert C. McClymonds, Walton, who com- 
pleted 50 years of practice there on August 9, was 
honored by the community on his anniversary with 
an open house celebration. Feature stories about him 
were published in the Kansas City Times, the Wichita 
Eagle, and other newspapers. 


Dr. Jane W. Tillinghast, associate in psychiatry at 
the University of Kansas School of Medicine, has 
begun direction of a psychiatric outpatient clinic at 
the medical center. 


Dr. Charles H. Johnson has closed his office in 
Osawatomie and has moved to Mission where he is 
associated with the Johnson Clinic. He had been 
practicing in Osawatomie since 1946. 


The Bradley-Waldorf clinic, Greensburg, announces 
that Dr. Frank C. Brosius is now a member of its 
staff. Dr. M. H. Waldorf, one of the partners at 
the clinic, is now serving in the Air Force. 


Dr. A. N. Lemoine, Jr., chairman of the depart- 
ment of ophthalmology at the University of Kansas 
Medical Center, presented a paper, “Diabetic Changes 
of the Eye,” before a recent meeting of the Wash- 
ington University School of Medicine staff in St. 
Louis. 


Dr. Lafe W. Bauer, Dr. Dennis A. Hardman, and 
Dr. Robert G. Sheppard, Smith Center, announce that 
Dr. Hugh J. Woods, a graduate of the University of 
Kansas School of Medicine, is now associated with 
them in practice. 


Dr. LaRue W. Owen, Wichita, began a residency 
at the University of Kansas Medical Center on July 1. 


Dr. D. W. Robinson, chairman of the section on 
plastic surgery at the University of Kansas Medical 
Center, is attending a meeting of the International 
Society of Surgeons in Lisbon, Portugal, this month. 
On October 6 he will address a meeting of plastic 
surgeons in Stoke, England. 


Dr. Ralph R. Preston was recently released from 
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service with the Navy and has returned to his prac- 
tice in Topeka in association with Dr. H. W. Powers. 
During his Navy duty, Dr. Preston was stationed in 
Washington, D. C. 


Dr. R. L. Newman, associate professor of obstetrics 
and gynecology at the University of Kansas Medical 
Center, presented a paper, “Cancer of the Ovary,” 
at a recent meeting of the American Academy of 
Obstetrics and Gynecology in Little Rock, Arkansas. 


Dr. Charles M. Newman, Axtell, announces that 
Dr. W. R. Miller, formerly of Sterling, Nebraska, 
is now associated with him in practice. Dr. Miller 
practiced in Summerfield, Kansas, from 1919 to 1925, 
and later spent four years with the U. S. Public 
Health Service in Alaska. 


Dr. William H. Crouch, Topeka, was guest speaker 
at a recent meeting of the West Topeka Kiwanis Club. 


Dr. A. H. Dyck, McPherson, was elected to fill 
the unexpired term of Dr. Orville Walters as secre- 
tary of the McPherson County Medical Society at a 
meeting held last month. Dr. Walters was granted a 
two-year leave of absence to serve on the staff of 
Winter Veterans Administration Hospital, Topeka. 


Dr. Ernest M. Seydell, Wichita, announces that 
Dr. Joseph A. Budetti is now associated with him in 
the practice of otolaryngology. For the past two and 
one-half years Dr. Budetti was chief of the ear, nose, 
and throat section of Tokyo Army Hospital and con- 
sultant otolaryngologist for the Far East Command. 
Prior to the Korean War he practiced in New 
Rochelle, New York. 


Dr. Fred J. McEwen, Wichita, is the author of a 
paper, ‘‘Cardiac Arrhythmias and their Management,” 
which was published in the Mississippi Doctor for 
July. The paper was presented at a meeting of the 
Mid-South Postgraduate Medical Assembly in Mem- 
phis in February. 


Dr. R. A. J. Shelley, Coldwater, is one of 93 phy- 
sicians who will be honored by the University of 
Tennessee at exercises scheduled for September 28. 
Dr. Shelley, who received his medical degree there 
in 1903, is receiving recognition for his services to 
his community during the past 50 years. 
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Kansas City SOUTHWEST CLINICAL SOCIETY 


The annual scientific program of the Kansas. City 
Southwest Clinical Society will be presented at the 
Municipal Auditorium, Kansas City, Missouri, Sep- 
tember 28 through October 1. A list of the gues: 
speakers who will take part may be found in an ad- 
vertisement on Page V of this issue. 

In addition to lectures before the general assem- 
blies, the guests will participate in a panel discussion 
as the closing feature of each day’s session, except on 
September 29 when the session will close with a 
clinico-pathologic conference. 

Color television programs, medical and surgical, 
will open the morning sessions from September 29 
through October 1. This program has been arranged 
through the courtesy of Smith, Kline and French 
Laboratories. Two cameras projected on two large 
screens will afford adequate vision for an audience 
of 500 persons. 

The entertainment will include a dinner, floor 
show, and dance in the Grand Ballroom of the 
Muehlebach Hotel on September 29. 


GRANT TO MEDICAL CENTER 


A grant of $25,115.50 to the University of Kan- 
sas School of Medicine was announced recently by 
E. Sloan Colt, president of the National Fund for 
Medical Education. That amount is part of a total 
of $1,944,151.64 distributed among 79 medical and 
basic science schools in the United States. 

The purpose of the awards is to “strengthen medi- 
cal school teaching standards” through provision of 
funds to pay teaching salaries, create new faculty 
posts, and initiate teaching experiments, the announce- 
ment reported. In 1951 the Kansas school received 
$15,000 from the fund; in 1952, $21,970. 

The fund is built up through contributions from 
corporations—through the fund’s industry committee 
—and the medical profession. 


DEATH NOTICES 


WILLIAM REDMON FRIsBEY, M.D. 


Dr. William R. Frisbey, 80, an honorary 
member of the Shawnee County Medical So- 
ciety, died on July 28 at the home of his daugh- 
ter in Des Moines. He had retired from the ac- 
tive practice of medicine in Delia some time 
ago. Dr. Frisbey was graduated from Kansas 
Medical College, Topeka, in 1903, and began 
practice in Delia shortly afterward. 
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OBSTETRICAL SOCIETY MEETING 


The Kansas State Obstetrical Society, which has 
just completed its first year and has a membership of 
148 physicians, will meet at the University of Kansas 
Medical Center, Kansas City, on November 9, 10, 
and 11 in conjunction with the postgraduate course 
in obstetrics and gynecology being offered there. A 
second meeting of the group will be held in Junction 
City at a date to be announced later, and a third 
meeting will be held in Topeka at the time of the 
annual meeting of the Kansas Medical Society next 
May. 

Dediees is open to all physicians interested 
in lowering the number of fetal and maternal deaths 
in the state. One phase of plans to carry out that 
objective is the careful analysis of such deaths. 

Dr. Robert H. Maxwell, Wichita, is president of 
the organization, and Dr. Robert M. Carr, Junction 
City, is secretary-treasurer. 


BLUE SHIELD 


FEE SURVEY 


A state wide fee survey just completed has resulted 
in agreement by the Blue Shield Fee Committee of the 
Kansas Medical Society on a set of relative charges 
for the most frequent procedures paid for by Blue 
Shield. In other words the committee has established 
a scale against which to measure the level of Blue 
Shield payments. For example, the survey showed an 
average charge over the state of $137 for an appen- 
dectomy. The Blue Shield payment of $100 for an 
appendectomy is therefore 73 per cent of the average 
charge. 

Using a level of from 65 to 75 per cent, the com- 
mittee has made recommendations for minor adjust- 
ments both up and down in Blue Shield’s payment 
for certain of these frequent procedures. It is the 
intention of the committee to continue studying phy- 
sicians’ charges and to continue to recommend adjust- 
ments in Blue Shield as changes occur in the practice 
of medicine and in average charges. 

It is believed by the committee that this is the most 
accurate study that has been developed so far. The 
entire membership of the Kansas Medical Society 
received a questionnaire regarding the charges made 
for certain surgical procedures, for non-surgical treat- 
ment, for x-ray, and for anesthesia services. Each phy- 
sician was asked to list his charge for these procedures 
and to estimate the number of times the procedures 
were done in a 12-month period. When the first ques- 
tionnaire was not returned in as large numbers as 
desired, a second one was sent out with exactly the 
same questions. Five hundred sixty-eight question- 
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naites were returned properly completed so that they 
could be used. 

Five subcommittees of the fee committee were 
appointed to prepare average charges in each of five 
counties. This was done to provide a way of judging 
the accuracy of the charges developed by the survey. 
When the fee committee met on August 2, the results 
of the survey were thoroughly discussed and evalu- 
ated. Also discussed was the report that some physi- 
cians are using a patient’s Blue Shield membership as 
an excuse to make a double charge. It is believed that 
this is not a condition which is prevalent in Kansas. 

The accompanying table shows the charges made 
over the state for the 34 most frequent procedures 
paid for by Blue Shield. It is being reproduced on 
these pages to inform Kansas physicians of the inter- 
esting results of the survey. 


Procedure Weighted 
Average 
Charge 
Anesthesia (Minor) 
Anesthesia (Major) 28 
Cataract Removal 212 
Strabismus 144 
T. & A. (under 12) 42 
Submucous Resection 97 
Appendectomy 137 
Hemorrhoidectomy (Internal) 81 
Hernioplasty (Single) 113 
Cholecystectomy 190 
Thyroidectomy (Sub-total) 178 
Pilonidal Cyst or Sinus 80 
Breast (Simple Removal) 94 
Radical Mastectomy 200 
Ligation (Saphenous—High) 72 
Dilatation and Curettage 42 
Hysterectomy (Supravaginal) 182 
Ovariectomy 140 
Cystocele and Rectocele 123 
Medical Hospital Visits 4 
Delivery Only 57 
Delivery and Prenatal Care 87 
Cesarean Section 176 
Colles’ Fracture 53 
Fracture, Humerus 81 
Fracture, Tibia 93 
Tenorrhaphy 48 
Removal Semi-lunar Cartilage of Knee 140 
X-ray of Pelvis 12 
X-ray of Humerus 10 
X-ray of Spine 29 
X-ray Therapy—Cancer of Cervix 233 
Prostatectomy (Suprapubic) 208 
Nephrectomy 225 


A recent issue of the Cancer Bulletin reported the 
results of showing the film, “Breast Self-Examina- 
tion,” to 1,280 Iowa women, all over 35 years of age. 
After seeing the film, 120 women made appointments 
for complete physical examinations. Thirty-two had 
suspicious lumps, and biopsies from those proved that 
six women had breast cancer. This represents a diag- 
nostic yield of five per cent. 
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Moniliasis: A Complication of Antibiotic Therapy” 


Marilyn K. Hutchison, M.D.,** 
Kansas City, Missouri 


Since the advent of penicillin and the later antibi- 
otics, toxic side effects continue to be reported as ex- 
perience with these valuable therapeutic drugs gradu- 
ally accumulates. These adverse effects vary in severity 
from a mild penicillin-induced urticaria to the fatal 
aplastic anemia which has been widely reported dur- 
ing the past year as a sequel to chloramphenicol thera- 
py- One complication of the antibiotics, however, has 
received little emphasis—the occurrence of moniliasis. 

Moniliasis is a fungus disease, caused by the yeast- 
like species of Candida (Monilia), usually C. albi- 
cans. In the most frequently encountered oropharyn- 
geal, cutaneous, and vaginal forms, monilial infec- 
tions tend to follow a benign course. Since these 
forms present an annoying but rarely difficult thera- 
peutic problem, the physician may fail to recall that 
the fungus may also produce lesions of the bronchi 
or lungs and the more serious conditions of septice- 
mia, endocarditis, and meningitis. It is with regard to 
these latter conditions that the appearance of monilia- 
sis during or following antibiotic therapy gains clini- 
cal importance. 

Much has been written about the sensitivity of vari- 
ous types of bacteria to the different antibiotics, and 
considerable concern has been expressed over “‘resist- 
ant’’ strains which constituted, in each individual case, 
a therapeutic failure. It appears that the full picture 
has not been generally appreciated. Lipman, Coss and 
Boots** showed in 1948 that when penicillin was ad- 
ministered for prolonged periods of time to normal 
subjects, the result was a replacement of the pre- 
dominantly gram-positive flora of the throat by gram- 
negative bacteria. Barach* noted that the use of anti- 
biotics to effect simultaneous eradication of gram- 
negative and gram-positive bacteria results in some 
cases in invasion with such highly resistant organisms 
as B. proteus and C. albicans. 

It is this sort of change which the ecologists de- 
scribe as a disturbance or upset in the balance of na- 
ture. Confirming the existence of such biologic im- 
balance is not always an easy matter. The exact 
etiologic significance of Candida albicans in any disease 
is difficult to establish since it may be found in the 
mouth,** the intestinal tract,°® or the vagina in 35-40 
per cent of normal people,° and as a secondary con- 
taminant in other recognized diseases. It is obvious, 

* This is one of 11 senior theses selected for publication by 
the Editorial Board from a group of 15 judged the best by the 


faculty of the University of Kansas School of Medicine. 7 
** Now interning at Menorah Hospital, Kansas City, Missouri. 


therefore, that most infections have an endogenous 
source and the determination of the primary sourcc 
of infection is often a difficult problem, particularly 
since such a source may have existed for some time 
but was held in check by other flora, as will be dis- 
cussed later. 

The occurrence of moniliasis as a result of anti- 
biotic therapy has been noted and reported in several! 
foreign countries as well as in the United States, as 
the fungus Candida, unlike many other mycoses,® has 
a world-wide distribution. As will be seen, all forms 
of the disease have been observed. 

Cutaneous: Infections of the skin, particularly of 
the intertriginous areas (axillae, inframammary, in- 
guinal, intergluteal, interdigital webs of the hands 
and feet) are not uncommon and are usually the re- - 
sult of autoinnoculation from the mouth or gastro- 
intestinal tract. Gewin?® in 1951 reported on a case 
of staphylococcic endocarditis in which oral and skin 
lesions appeared during aureomycin and chloramphen- 
icol therapy, and which he attributed to induced 
deficiency of the vitamin-B-complex. Hall *4 and Leit- 
ner*? drew similar conclusions. However, Tomaszew- 
ski** found that such lesions appeared despite vitamin 
treatment, and in many patients Candida was found to 
have replaced the bacterial flora. 

The typical cutaneoys form of moniliasis described 
by Hauser** as monilial granuloma begins in child- 
hood, often with oral thrush, and ultimately involves 
the oral mucosa, fingernails, and paronychial tissues** 
and the skin of face and scalp. Lesions consist of 
chronic, intractable granulomas, which on the skin 
are often surmounted with cutaneous horns. In four 
of the cases followed by Hauser for several years, 
death occurred in all before the 20th year of life. 

Reiches®** found that genitocrural dermatitis de- 
veloped frequently in both sexes during and after 
therapy with aureomycin, chloramphenicol, and terra- 
mycin, and that diarrhea was not an essential factor 
in causing the pruritus. He also concluded that al. 
though normal persons may harbor monilia asympto- 
matically, the appearance of symptoms (itching, burn- 
ing, dermatitis) indicates the actual invasion of the 
skin or mucous membrane. 

Vaginal: Monilial vaginitis is perhaps the mos! 
common of all forms of moniliasis, particularly in 
pregnancy, in postmenopausal women, and in dia- 
betics, the carbohydrate-rich environment in thesc 
groups cited as enhancing the growth of the fungus.*’ 
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Harris®* reports encountering lesions of the oral, va- 
ginal, vulval, and perianal regions as frequent side 
effects in the treatment of brucellosis with aureomycin 
and chloramphenicol. When cultures of the vaginal 
and vulval exudates were made, C. albicans was ob- 
tained. These lesions responded to fungicidal treat- 
ment. 

Gastrointestinal ; Oropharyngeal moniliasis (thrush) 
occurs most frequently in infants and elderly people 
with wasting diseases, such as tuberculosis and cancer. 
As early as 1839, Langenbeck® demonstrated in 
thrush the presence of a yeast-like budding fungus: 
The “black hairy tongue” of monilial stomatitis has 
been described often, for the most part following the 
use of penicillin pastilles (troches) as by Lahiri®® in 
1947 and Wolfson®® in 1949. Florey?® states that 
despite some favorable results claimed for penicillin 
in the treatment of moniliasis, he has observed C. 
albicans to be cultured from several chronic sinuses 
during daily instillation of penicillin after the original 
pathogens had disappeared. Hewitt?> reported the 
development of a dark brown discoloration of the 
tongue in six patients treated with chloramphenicol, 
and isolated C. albicans in cultures of three of these. 
Lighterman** also noted an increasing incidence of 
oral moniliasis in patients receiving aureomycin, as 
did Pappenfort and Schnall.** 

Woods*® reports on a group of 20 patients among 
those regularly encountered with sore mouth, hairy 
tongue, perliche, or the clinical picture of thrush, 
resulting from the local use of penicillin or aureo- 
mycin (as sprays, troches, soluble tablets, or powders) 
in the oropharynx. These preparations have been 
widely prescribed to patients by physicians and drug- 
gists, and the reactions produced by their use have 
been so frequent as to cause many physicians to dis- 
continue this form of therapy. 

Intestinal disturbances have been frequently ob- 
served by numerous physicians during antibiotic ther- 
apy, notably with aureomycin, but relatively few have 
attempted an investigation of the cause. Woods 
described the presenting complaint as being usually a 
mild persistent diarrhea, the stools occasionally con- 
taining mucus and rarely blood. He observed this 
symptom complex in one patient following prolonged 
penicillin therapy, in one patient following admin- 
istration of aureomycin for a respiratory infection, and 
in another patient who had received both drugs. In 
these patients and in three others who were asympto- 
matic, Candida albicans was found to be the predom- 
inating organism, and its growth was significantly 
heavy. 

Bierman® reports on two children and two adults 
who were given aureomycin or chloramphenicol, or 
both, for periods of from 29 to 96 days. Yeast-like 
organisms were found in stools during therapy, but 
normal flora returned in 48 hours after the drugs 
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were discontinued. Merliss‘* has observed steatorrhea 
following thie use of antibiotics. Beck* and Jacob’ 
have commented on the changing intestinal flora fol- 
lowing antibiotics, while Kligman** is among the few 
who maintain that increased monilial incidence can- 
not be correlated with intensive antibiotic administra- 
tion. 

Res piratory: Bronchial moniliasis is not uncommon. 
A particular type of infection occurs in the tea-tasters 
of Ceylon® and was described in detail by Castellani 
in 1905. In bronchial moniliasis, the physical signs 
are those of bronchitis with medium and coarse rales*® 
at the bases of the lungs. Moore*® has described a 
case in which Candida albicans was isolated from the 
sputum of the patient following oral aureomycin. 
Golden yellow crystals considered to be an altered 
form of aureomycin were found in the center of each 
colony. Aureomycin crystals when placed on plates 
seeded with C. albicans tend to inhibit the organism's 
growth. However, dilute aureomycin had a stimula- 
tory effect on the fungus. 

Pulmonary moniliasis is not as common as the 
bronchial form, but is a more serious disease. The 
temperature and pulse are elevated moderately, pleu- 
ral pain is common, and effusion occurs occasionally. 
Harassing cough produces mucoid gelatinous sputum 
which sometimes is blood streaked. It has been shown 
that following administration, aureomycin diffuses 
into the pleural cavity as well as into the bile,** and 
recently Wolff*? has described the occurrence of 
monilial pneumonia following aureomycin therapy. 
Biopsies of the case reported a decade ago by Miale*® 
showed in H and E stain a granulomatous lesion and 
tubercle formation with giant cells and epithelioid 
cells, which led to a diagnosis of tuberculosis. At 
autopsy, the true nature of the disease was deter- 
mined, and re-examination of the biopsy material 
using Gram’s stain showed typical fungus elements 
in the deep tissues and in the areas of caseation. The 
cause of death was monilial meningitis. 

A similar case is reported by Abrams.+ Candida 
asthma has also been observed subsequent to aerosol 
penicillin administration. Ormerod and Friedman™ 
have written up a case of oropharyngeal moniliasis, 
resulting from extensive penicillin treatment of a 
cold, which spread to the bronchi with extensive ul- 
ceration of the oral cavity, upper respiratory tract, 
and right main bronchus. 

In April, 1951, the Council on Pharmacy and 
Chemistry of the American Medical Association de- 
cided that a warning statement should be added to 
the label of chloramphenicol, aureomycin, and terra- 
mycin. This report of the council pointed out that 
the overgrowth of monilia and other yeast-like or- 
ganisms following the administration of antibiotics 
occurs most frequently in the large bowel and is of 
slight importance; however, it emphasized that deaths 
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from pulmonary moniliasis can occur following thera- 
Py with these new preparations. 

Systemic: The principal significance of many of 
the above cases lies in the fact that they may serve 
as a portal of infection which may lead to systemic 
invasion of the body by the fungus. This may occur 
as visceral involvement, endocarditis, meningitis, or 
any combination of these. 

The earliest recorded case of monilial meningitis 
is that of Smith and Sano® in 1933. A decade later, 
Miale wrote up the case previously mentioned in 
which an erroneous diagnosis of tuberculosis was 
made prior to autopsy, and in 1945 Morris‘? de- 
scribed a case of ependymitis and meningitis due to 
Candida albicans. It is of interest.to note that both 
the latter two cases had as a primary source of in- 
fection a tooth extraction, a condition in which the 
antibiotics are commonly employed. Halpert?? in 
1946, Geiger® in 1947, and Parillo** in 1950 are 
others who have observed monilial meningitis, and 
Mosberg*® described a case of generalized and cere- 
bral moniliasis co-existing with torula meningo- 
encephalitis after therapy with penicillin and strepto- 
mycin. 

Up to the present time, 15 cases of monilial endo- 
carditis have been reported in the literature. Joachim 
and Polayes*? appear to have written up the first 
such case (1940), followed by the report of a case 
by Sachs*? in 1941. The following year Pasternack,®* 
Zimmerman,’® Wikler,®> and Emmons?? all reported 
cases. Geiger reported, in addition to the above case 
of endocarditis with meningitis, another case of en- 
docarditis in 1947. More recently, Zimmerman, 
Wolfe,** and Kunstadter** have added cases to the 
literature. 

The case cited by Sachs was identified only by 
blood culture; all the others were proved by posi- 
tive blood cultures and autopsy. Geiger’s cases and 
those reported subsequently were apparently caused 
or aggravated by antibiotic administration. The five 
earlier cases reported by Emmons were in drug ad- 
dicts, and were presumed to be infected through the 
injecting needle. Endocarditis in Geiger’s patient did 
not develop until after prolonged, intensive penicillin 
therapy. 

The case reported by Kunstadter is of particular 
interest, being the first such case in an infant. This 
patient had chronic pulmonary disease of approxi- 
mately six months duration, for which no specific 
causative factor could be determined. During repeated 
bouts of fever, sulfonamides were administered with 
only temporary abatement of the fever and no im- 
provement in the pulmonary pathological condition. 
Then, after a bronchoscopy on the 32nd hospital day 
and the subsequent administration of penicillin, there 
appeared for the first time oral and mucocutaneous 
thrush. The thrush responded poorly to treatment, a 


generalized maculopapular eruption developed, and 
the blood cultures became positive for Candida during 
the period of penicillin administration. 
The autopsy findings described by Geiger are typi- 
cal of those encountered in monilial endocarditis: 
“Loosely attached to the endocardium of the left 
auricle was a vegetation composed of a central core 
of red blood cells surrounded by a dense mass of 
closely packed blastospores and mycelial threads.” 
Zimmerman mentions a “huge 2 x 5 cm. fungating 


vegetation involving two-thirds of the mitral valve.” 


Disseminated visceral involvement is no less seri- 
ous. As a result of Zimmerman’s first case of mycotic 
endocarditis, secondary to a wound and apparently 
stimulated by constant administration of penicillin, 
and the subsequent report of a case in 1949 by Dr. 
Sidney Farber at the Children’s Medical Center in 
Boston, a study of disseminated moniliasis, aspergil- 
lus, and mucormycosis was carried out at the Armed 
Forces Institute of Pathology. Up to his last publica- 
tion in 1950, Dr. Farber7® has observed seven cases 
of disseminated moniliasis in children who were 
treated with various chemotherapeutic agents for 
other diseases. The majority of these children te- 
ceived both penicillin and aureomycin. In five, the 
original disease was leukemia, and in each of these 
cases the primary site of moniliasis was the esophagus 
or intestine. Most of them showed wide-spread fun- 
gus infection at autopsy. 

Foley and Winter'* in 1949 mention a case in 
which a postmortem diagnosis of generalized monili- 
asis was made in a patient who had received inten- 
sive penicillin therapy. Duhig'? considered that mo- 
nilemia with mycotic abscesses in the viscera forms a 
pathological entity and may or may not include oral 
and esophageal thrush. MacDonald* reported an un- 
usual case of systemic-moniliasis in which Addison's 
disease appeared to be due to Candida albicans in- 
volving the adrenals. He mentioned also another case 
in which a child who had had several courses of 
antibiotics was found at autopsy to have visceral in- 
vasion with Candida, including the liver and kidneys. 
Gausewitz'* discussed the case of a 10-year-old boy 
with monilial infection of oral cavity and bronchi, re- 
sulting in fatal multiple involvement of the lungs, 
thyroid, kidney, and spleen and stated that prolonged 
treatment with penicillin and later with chloramphen- 
icol was a significant factor in the wide dissemina- 
tion of the lesions. 

DIAGNOSIS 


One of the greatest obstacles in making a diagnosis 
of moniliasis is the inadequate laboratory servicc 
available in most communities. This is due in large 
part to the former lack of emphasis on proper identi 
fication procedures for fungi. Culture tubes and plates 
are too often discarded at the end of 48 hours, be- 
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The inevitable restrictions of advancing years, the reduced activity and a lowered intake of 


bulk-producing foods all contribute to the high incidence of constipation in older persons. 


CONSTIPATION IN THE AGED 


Constipation is almost a universal complaint of geriatric patients 


Frequently, too, the protracted use of cathar- 
tics has left the colon in an atonic state and 
it is no longer capable of effecting a normal 
evacuation. 

Metamucil has long been recommended for 
the treatment of constipation in the elderly. 
A highly refined vegetable product which is 
free from irritants, Metamucil effects a natu- 
ral mechanical stimulus in the colon which 
helps the dysfunctioning muscles to regain 
and maintain their normal tone. 


Metamucil may be safely prescribed for 
prolonged use without fear of dependence, 
intestinal irritations or allergic reactions. 

Metamucil® is the highly refined mucilloid 
of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50%) 
as a dispersing agent. It is accepted by the 
Council on Pharmacy and Chemistry of the 
American Medical Association. 


SEARLE Research in the Service of Medicine 


| 
se | 
of 
} 
| 
| 
S, | 
| 
1- 
1S 


440 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


fore most fungi appear, and there is a tendency among 

uninformed laboratory personnel to report occasional 

fungus forms as “contaminants” or “non-patho- 

Candida albicans*® is an oval, budding, yeast-like 
fungus producing both blastospores and pseudomyce- 
lium in tissue and exudates, and in culture at room 
temperature and at 37° C. On blood agar, the colo- 
nies are a medium dull gray, while on Sabauraud’s 
agar they have a creamy growth with a typical “brew- 
ery” or “yeasty” odor.’ Cultures of torula have no 
odor. In sugar fermentation tubes?* Candida pro- 
duces acid and gas in glucose and in maltose, acid in 
sucrose, and neither in lactose. 

At least five different genera of fungi may at times 
be easily confused with each other.7° These are Can- 
dida, aspergillus, mucor, cryptococcus (torula) and 
histoplasma. Cryptococcus neoformans and Histoplas- 
ma capsulatum may be eliminated from consideration 
if mycelial structures* are demonstrable. Use of a new 
plasma extract and characteristic growth of monilia 
by this method is described by Fusillo.*® 

In pulmonary infection, the x-ray films may be of 
value. Films of patients with bronchial moniliasis® 
usually show little more than a non-specific type of 
peribronchial thickening. Sometimes a peculiar hazy 
type of linear fibrosis can be seen. Although such a 
picture is not diagnostic, Dr. Robert J. Reeves of 
Duke Hospital often suggests the possibility of 
moniliasis, and cultures frequently have confirmed his 
impression. The shadows seen in pulmonary monili- 
asis resemble those seen in bronchopneumonia, ex- 
cept that the edges of the lesions are less sharply de- 
fined. In addition, a positive skin test to C. albicans 
vaccine usually is present. Agglutinins may be pres- 
ent in the blood in dilutions varying from 1:80 to 
1:2400, or they may be absent. The diagnosis can be 
made with a reasonable degree of certainty if there 
is consistent finding of large numbers of Candida in 
carefully collected fresh sputum.*° A positive blood 
culture confirms a diagnosis of septicemia. 


TREATMENT 


Treatment is uniformly difficult and frequently un- 
satisfactory. However, the use of sodium caprylate 
has been reported by Cohen and Persky® in the treat- 
ment of thrush, and by Keeney* who used the 
aerosol form successfully in treating bronchial mo- 
niliasis. More recently, Kass, Sasano, and Klein*® 
have reported the use of brilliant green, malachite 
green, and methylene blue dye inhalations with con- 
siderable success in bronchopulmonary infections, 
providing the fungus is first determined to be sensi- 
tive to the dye in vitro. Some interesting in vitro 
studies in sensitivity have also been made by Mc- 
Vay,*? which reveal that the methyl and propyl 
esters of paraben (parahydroxybenzoic acid) are capa- 


ble of preventing monilial overgrowth when admin- 
istered with aureomycin. 


DISCUSSION 


Several theories have been advanced by various 
authors to explain the occurrence xf monilial infec- 
tions during or following antibiotics. These explana- 
tions generally appear to fall into one of the follow- 
ing groups: (a) the growth of Candida is direct]; 
stimulated by the antibiotic, (b) the growth of Can- 
dida is aided indirectly through suppression of bac- 
teria and other organisms which compete for nutritive 
substances in the substrate, (c) the growth of Candida 
is enhanced by change in pH of the environment 
through alteration in bacterial flora, and (d) host 
tissue resistance is lowered as the result of vitamin 
deficiency or some other physiopathological change 

Pappenfort and Schnall®* believe that aureomycin 
actually stimulates the growth of Candida, and that 
destruction of bacterial flora with decreased competi- 
tion for available nutrients plays a secondary role. 
Moore** found that, although agar plates seeded with 
aureomycin crystals showed a tendency towards in- 
hibition of the growth of Candida, dilute aureomycin 
had a stimulatory effect. 

Campbell and Saslaw® also found that the growth 
of certain fungi was enhanced by streptomycin. Lip- 
nik, Kligman and Strauss*® carried out investigations 
to determine the role of C. albicans in the production 
of side reactions to antibiotics and concluded that the 
apparent enhancement of growth of Candida by anti- 
biotics was actually due, not to the antibiotic itself, 
but to the inert phosphate content of the capsules. 

Woods’ studies seem to confirm those of Lipnik 
and associates that the ‘antibiotics have no direct stim- 
ulating or suppressing effect on the rate of growth 
of Candida. He is of the opinion that suppression of 
bacterial flora co-existing with C. albicans and com- 
peting for nutrition in the same substrate is the most 
probable cause for monilial overgrowth and host in- 
fection. McClary*® and Jacob** have carried out ex- 
periments which agree with such a conclusion. From 
clinical observations, Gewin,!® Leitner,?7 Hall,*! 
Reiches,®® and Lighterman** support the view that 
decreased vitamin-B-complex synthesis by intestinal 
bacteria lowers the tissue resistance of the host. 

Salvin®* and Seligman* have done recent experi- 
mental work with mice which led to the same con- 
clusions: that Candida suspensions are nonpathogenic 
and aureomycin solutions nontoxic when either of 
these alone is injected intraperitoneally into mice. The 
mixture of both is fatal. The virulence-enhancing ac- 
tivity of aureomycin is destroyed on standing at room 
temperature, or by boiling, a parallel to its antibiotic 
activity; the increased virulence was effected by low- 
ering the host.tissue resistance. 

Their work is substantiated by that of Foley and 
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Winter,’* who found that a single injection of peni- 
cillin on the chorioallantoic membrane of a 10-day- 
old chick embryo increased the mortality resulting 
from Candida albicans infection. A similar enhancing 
effect was observed in rabbits infected with this or- 
ganism, treated with penicillin intramuscularly. On 
the basis of in vitro experiments, they suggest that 
metabolic stimulation of Candida by penicillin and 
an “increased production and release of toxins or 
antigens precipitating allergic phenomena similar to 
the Herxheimer reaction in syphilis may be related to 
the in-vivo effect of penicillin as well.” 

The effect of a change in pH on the growth of 
monilia has been studied by Karnaky,?° who inocu- 
lated a pure culture of Candida in different groups of 
media which varied in pH from 3.9 to 10.82 and 
found that the organisms grew profusely and to the 
same extent on all of these. Clinical observations on 
41 cases of monilial vulvovaginitis showed no effect 
on the growth of Candida from alteration of the pH. 
It appears, therefore, that this is not a significant 
factor. 

SUMMARY 


Among the many reported complications of anti- 
biotic therapy, moniliasis has received little em- 
phasis. In its most benign forms, oropharyngeal and 
vulvovaginal, this fungus infection is of little clinical 
significance. However, such mild infections may serve 
as a portal of entry for systemic invasion of the body, 
leading to the fatal manifestations of septicemia, en- 
docarditis, meningitis, and generalized visceral in- 
volvement. 

A search of the literature on this subject has re- 
vealed 32 recorded cases of fatal monilial dissemina- 
tion: 15 cases were of endocarditis (including one 
with meningitis), 6 other cases of meningitis (one 
of which co-existed with torula), 1 case of pulmonary 
infection and 10 cases of visceral moniliasis. It is 
obvious that, in view of the enormous numbers of pa- 
tients who have received treatment with the antibiotic 
agents, such serious complications are rare. The mild- 
er forms of moniliasis, however, have appeared with 
such frequency as side effects of antibiotic therapy 
that the physician prescribing such drugs should be 
aware that such apparently innocuous lesions may 
have fatal sequellae if systemic invasion should occur. 

Several possible explanations for monilial over- 
growth are given, the most likely cause being suppres- 
sion of bacterial flora which normally are present with 
Candida competing for nutrition in the same sub- 
strate, an induced vitamin deficiency playing a secon- 
dary role, with a resultant lowering of the host tissue 
resistance. 

The importance of considering the possibility of a 
fungus infection in all pulmonary and systemic in- 
fections of obscure origin is established. 
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BirTH RATE AT New HIGH 


The national birth total continued to rise during 
the first three months of 1953, after setting a new 
annual record of 3,889,000 births in 1952, accord- 
ing to vital statistics estimates released last month 
by the Public Health Service. 

Births during the first quarter of 1953 were run- 
ning about 29,000 ahead of the same period last year, 
an increase of three per cent. March was the 10th 
consecutive month in which the estimated total births 
topped corresponding monthly figures for the pre- 
vious year. The level of births for the first three 
months is at an annual rate of 25 live births per 
1,000 population. 

Since the end of World War II, more children 
have been born every year than in any wartime or 
prewar year. From 2,858,000 births in 1945, the 
total soared to 3,817,000 in 1947. After dropping to 
a slightly lower level for the next three years, birth 
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totals reached a new high in 1951 and broke the 
record again in 1952. 

The figures indicate that 58,000 more couples hac 
a first child in 1951 than in 1950, supposedly a 
sequel to the marriage upswing that began in June, 
1950, at the start of the Korean War. Births of sec- 
ond-born children increased by two per cent ove: 
1950, of third children by nirie per cent, and of fourth 
children by 13 per cent. 

Marriages dropped in the last half of 1951, so it 
is likely that fewer couples had their first child in 
1952. Since total births went up in that year, there 
probably was a further rise in births of second-born 
or later children. 


Stupy OF HosPITAL PAYMENTS 


An analysis of payments to hospitals was made 
recently by the Connecticut Hospital Association from 
a study of the records of 34 general hospitals in the 
state for the year ending September 30, 1952. Of 
particular interest was the fact that only 15 per cent 
of patient days in the hospital were paid for by the 
patients. Blue Cross absorbed the costs of 50 per cent 
of cases and 45.5 per cent of patient days. Com- 
mercial insurance carriers paid 24.5 per cent of total 
hospital charges in both categories. City and town 
welfare budgets were called on to meet costs for only 
1.5 per cent of cases and 2.5 per cent of patient days. 


Health education of the public . . . is often con- 
sidered the responsibility of organized voluntary and 
official community agencies. Of course, it is also the 
physician’s personal responsibility. He certainly 
should educate his patients and their families and do 
what he can as paft of the community program. 
Health education methods have changed materially 
in recent years, with much greater emphasis on com- 
munity organization and on helping the people to 
help themselves—Hugh R. Leavell, M.D., New 
England Journal of Medicine, December 4, 1952. 


The death rate tells only part of the story, that 
there is still in every community a great reservoir of 
known and unknown cases of tuberculosis, and that 
it causes more deaths than any other disease in the 
age group 15 to 34. Everything points to the need 
for stepping up the program of case finding through- 
out the nation and to the need for greatly increased 
facilities for care of tuberculous persons, but there 
are now definite signs that the battle against the 
disease is reaching its final stages—Arthur C. Chris- 
tie, M.D., Journal of American Medical Association, 
January 10, 1953. 
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The Ultimate in Nursing Home Care 


We maintain no resident, staff, or house physician. We prefer that the family or patient main- 
tain or select a personal physician. 

Our home is under frequent unannounced inspection by: State Board of Health (Public Health 
Nurses and Sanitarians), State Fire Marshal, and State Department of Social Welfare. 


%* Twenty-four hour staff of seventeen *& Visiting hours twenty-four hours a day 
* Thirty-eight patient rooms % Private or connecting baths 
% Ten acres of lawn, flowers, and shade trees 


% Our basic rate for admission is $165.00 per month. This includes all nursing 
care, laundry, room and meals. We prefer that physicians bill family or pa- 
tients directly. We make no extra charge for shaves, haircuts or shampoos. 
We bill prescription medication separately. 


%* Member of Kansas Association of Licensed Nursing Homes, Inc. 


% Member of American Association of Nursing Homes. 


THE EVERGREENS, INC. 


ESTELLE C. BIFFER, Supervisor Telephone TEmple 8-381 
4700 N. Arkansas—Wichita, Kansas 
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| ANNOUNCEMENTS 


The 18th annual meeting of the Mississippi Valley 
Medical Society will be held at the Elk’s Club, Spring- 
field, Illinois, September 23-25. The 10th annual 
meeting of the American Medical Writers’ Associa- 
tion will be held at the same place on September 23. 

The scientific meeting will feature 41 speakers in 
a session planned especially for general practitioners 
and will include a symposium on diabetes, a clinico- 
pathologic conference, and a panel on “What's New 
in Medicine and Surgery.”” The evening program on 
September 24 will feature an address by Assistant 
Secretary of Defense (Health and Medical) Dr. 
Melvin A. Casberg, formerly dean of St. Louis Uni- 
versity. There will be no registration fee. 

Thirteen speakers will take part in the meeting 
for medical writers. It, too, will be offered without 
charge. 

Complete details of both programs may be secured 
from Harold Swanberg, M.D., W.C.U. Building, 
Quincy, Illinois. 


The Mid-Continent Psychiatric Association, a dis- 
trict branch of the American Psychiatric Association, 
will meet at the Hotel President, Kansas City, Mis- 
souri, on September 26 and 27. In addition to a num- 
ber of local and district essayists, the following speak- 
ers will take part: Dr. Kenneth E. Appel of Phila- 
delphia, president of the American Psychiatric As- 
sociation; Dr. Daniel Blain, Washington, medical 
director of the American Psychiatric Association ; Dr. 
Lloyd J. Thompson, Winston-Salem, professor of psy- 
chiatry at Bowman Gray School of Medicine; Dr. 
John R. Peters, Los Angeles, from the department of 
psychiatry at Los Angeles County General Hospital, 
and Dr. Neville Murray of Galveston, from the de- 
partment of neurology and psychiatry, University of 
Texas Medical School. 


Leading authorities on tuberculosis from this coun- 
try and abroad will appear on the program of the 
Mississippi Valley Trudeau Society and the Mississippi 
Valley Conference which will be held at the Nicollet 
Hotel, Minneapolis, October 15-17. Heading the 
list is Dr. D. G. Madigan, Kent, England, who will 
discuss “Old Tuberculin and Bacillary Emulsions 
Under Chemotherapeutics Cover in Treatment of 
Tuberculosis.” Sixteen other well known speakers 
will also take part. 

A feature of the meeting, on October 15, is the 
annual dinner of the Minnesota Tuberculosis and 
Health Association, which will include a presentation 


of the popular Minnesota television program, ‘Th: 
Doctors’ Round Table.” 


The Colorado Heart Association, the University co’ 
Colorado School of Medicine, Fitzsimons Army Hos. 
pital, and the Colorado Department of Public Healt!: 
are sponsoring a postgraduate conference on “Clinica! 
Electrocardiography and Recent Advances in Cardio- 
vascular Diseases” during the week of Novembe- 
9-14, in Denver. 

The first three days, for which there is no registr:- 
tion fee, will be devoted to clinical electrocardiography 
at Fitzsimons Army Hospital. The last two and one- 
half days will cover the second portion of the pro- 
gram, with a registration fee of $15 for out-of-state 
physicians. This program will be presented at the 
Cosmopolitan Hotel. 

Requests for further information may be addressed 
to Col. Edwin M. Goyette, M.C., Fitzsimons Army 
Hospital, Denver, or to the Colorado Heart Associa- 
tion, 314-14th Street, Denver. 


The trustees of the Caleb Fiske Fund of the Rhode 
Island Medical Society announce as the subject for 
this year’s prize dissertation ‘Recent Advances in 
Cardiac Surgery.” A cash prize of $250 is offered for 
the best essay of not more than 10,000 words. Com- 
plete information may be secured from the secretary 
of the fund, Rhode Island Medical Society, 106 
Francis Street, Providence 3, Rhode Island. 


The American College of Chest Physicians an- 
nounces that three awards will be given annually to 
medical students who contribute the best essays on 
subjects relating to the diagnosis and treatment of 
chest disease. The first prize will consist of a cash 
award of $250 and a certificate of merit. Details of 
the contest may be secured from the Executive Direc- 
tor, American College of Chest Physicians, 112 East 
Chestnut Street, Chicago 11, Illinois. Entries must 
be received at that address no later than March 15, 
1954. 


The fifth annual meeting of the Southwestern Sur- 
gical Congress will be held at Salt Lake City, Septem- 
ber 21 through 23. Members may attend without 
charge, and non-members will be assessed a registra- 
tion fee of $10. The vice-president of the organiza- 
tion is a Kansan, Dr. Howard E. Snyder, Winfield. 

Kansans taking part in the session are as fol- 
lows: Dr. Orville R. Clark, Topeka, a councilor, 
who will preside at one of the sessions; Dr. Thomas 
G. Orr, Kansas City, who will serve as moderator t 
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NOTICE TO MEMBERS 


A New 1953 Edition of 


Your Silent Partner Program 
For the Medical Profession 


Providing 
* Lifetime Benefits for Both 
Sickness and Accidents! 


* Benefits From First Day 
Minimum Claim 7 Days! 


* Does Not Terminate at Any Age! 
* Pays Non-Confining Sickness 5 Years! 


* Life Income for Specific 
Dismemberment! 


Write for Personal Information 
To 


“SILENT PARTNER” PROFESSIONAL PLANS 
CONTINENTAL CASUALTY COMPANY 
30 EAST ADAMS STREET 
CHICAGO 3, ILLINOIS 
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a panel discussion on diseases of the colon; Dr. Paul 
W. Schafer, chairman of the department of surgery 
at the University of Kansas Medical Center, who will 
present motion pictures, and Dr. Paul H. Lorhan, of 
the department of anesthesiology at the University of 
Kansas, who will present a paper, “Preliminary Re- 
port on Hypotensive Anesthesia,” written by himself 
and Dr. Max I. Miller. 


The 39th Clinical Congress of the American Col- 
lege of Surgeons will be held October 5 to 9 in 
Chicago, with headquarters at the Conrad Hilton 
Hotel. In addition to the program which will include 
190 papers, surgery will be telecast from Billings 
Hospital. More than 11,000 surgeons are expected to 
attend. 


STANDARDS FOR MEDICAL RECORD LIBRARIANS 


A plan to provide more educational facilities for 
medical record librarians was given temporary ap- 
proval by the House of Delegates of the A.M.A. at 
its June meeting, to make possible the establishment 
of new schools in September of this year. The origi- 
nal essentials for the training of such librarians were 
established in 1943 by the Council on Medical Edu- 
cation and Hospitals, in co-operation with the Amer- 
ican Association of Medical Record Librarians. 

The new plan provides for training high school 
gtaduates through nine months of instruction in 
anatomy, medical terminology, secretarial practice, and 
medical record procedures. Courses may be conducted 
by general hospitals having a minimum of 4,000 
annual admissions, adequate teaching material, and 
personnel. At present there are 24 schools approved 
for training librarians who receive one year of hos- 
pital training after completion of two years of col- 
lege or graduation from an accredited school of 
nursing. 

Applications for approval of schools under the 
new program are to be submitted to the Council on 
Medical Education and Hospitals, 535 North Dear- 
born Street, Chicago. 


The following quotations were taken from an ad- 
dress given by Emerson P. Schmidt, director of eco- 
nomic research, United States Chamber of Com- 
merce: 

“If, over the last quarter of a century, the indi- 
vidual had been as eager for de luxe medicine as he 
has been for some of the other items mentioned, we 
would at present have an abundance of medical prac- 
titioners and facilities, just as in the case of automo- 
biles. Our economy would have provided medical 


care just as it has provided an enormous increase in 
our beauty care personnel and facilities. 

“If we had kept the automobile very low on the 
priority list of our desires, and suddenly raised its 
priority, we should have to wait some time before 
the necessary technical preparations for abundant cars 
were made. This is true also in medical care. . . 

“Perhaps a basic distinction is that the normal per- 
son continuously wants the various items mentioned. 
. . . Furthermore, he cheerfully pays for them. He 
buys a $2,500 automobile on the installment plan 
because he wants it. But a $2,500 operation he 
may regard as a violation of social justice. It is true 
that he buys an automobile according to a plan, 
whereas an expensive operation may hit him unex- 
pectedly. ... 

“If provision for hospitals and various health 
services were given a top priority, it is inconceivable 
that our economy could not in due course produce 
almost any desired volume of such services. . . . 

“The various factors affecting health are complex 
and have not been blueprinted. For example, there 
are Many uncertainties as to the relation of food and 
housing to health, and it is questionable whether an 
improvement in the area of nutrition is not as im- 
portant as improvement in medical services as such.” 


Book CLUB FOR PHYSICIANS 


A book club for physicians, the Medical Book 
Guild of America, was organized recently to bring 
medical volumes to doctors at a saving and thus pro- 
vide wider distribution of medical works. Members 
may select as few as four books during a two-year 
period and will pay only for books selected. 

Information on the club may be secured from the 
Blakiston Company, Inc., 575 Madison Avenue, New 
York 22, New York. 


CLASSIFIED ADVERTISEMENTS 


PHYSICIAN TO RETIRE will sell office equipment, cheap. 
I fill my own prescriptiong so have small stock of drugs. In 
east central Kansas town of about 975 population in prosper- 
ous community. Good roads, good practice, good collections. 
Ten miles from nearest hospital. No other doctor. Write the 
Journal 11-53. 


FOR IMMEDIATE SALE—Good location for a physician, 
big territory, good highway, plenty of work. Office and resi- 
dence combined in one in business section. Good people, 
churches, and_ schools. New hospital about completed a_ few 
miles away. Selling because of age and poor health. Write 
the Journal 12-53. 


GENERAL PRACTITIONER, age 28. Family. Kansas 
resident and graduate. Practiced in Kansas rural area prior 
to recall to service. Desires relocation upon completion of 
recall period. Interested in association with individual or 
group. Available November. Write the Journal 8-53. 


FOR SALE—Established location for clinic. City of 10,000. 
Has been hospital and clinic for 30 years. 50 rooms. Suitable 
for private hospital and clinic. Write the Journal 9-53. 


CLINIC GROUP has opening for general practice and 
minimum of obstetrics to cover for obstetrician. Prosperous 
agricultural area, college town, excellent school system, very 
pleasant family community. Write the Journal 10-53. 
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e promptly effective against a 
broad-spectrum of urinary pathogens 


® high concentration in active form 
in urinary tract 


© well tolerated, even upon prolonged 
administration 


he. resistant cases showed remarkable response.”* 
. . has cured where all other antibiotics have failed.”* 


“Patients with pyelitis were well and 
doing their usual duties within 24 hours . . .”* 


“Morbidity from apparent genito-urinary 

causes was noted in only one patient of 44 

patients who received prophylactic Terramycin.”* 
“Terramycin is generally well tolerated, the percentage 
of relapses being low and the percentage 

of bacteriological as well as clinical cures high.”* 

1. Ferguson, C., aud Miller, C. D.: J. Urol. 67 :762 (May) 1952. 


2. Trafton, H. M., znd Lind, H. E.: Ibid. 69:315 (Feb.) 1953. 
3. Blahey, P. R.: Canad. M. A. J. 66:151 (Feb.) 1952. 
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LILLY AID TO KOREANS 


A substantial gift to 300 Korean war orphans was 
made recently by Eli Lilly and Company in response 
to an appeal from two Americans on the scene, an 
Army sergeant and a chaplain. A gift shipment of 
tincture of merthiolate, enough to treat wounds, cuts, 
and abrasions for at least a year, was sent. 

The story of the needs of the Korean orphans is a 
typical example of the misery and want of 100,000 
parentless children in that land. It is to meet such 
needs that the American-Korean Foundation is now 
seeking a relief fund of $5,000,000. It was reported 
that the antiseptic was ‘‘sorely needed’”’ because mili- 
tary personnel could not spare enough. 


PAMPHLETS ON HEART DISEASE AVAILABLE 


A number of pamphlets on heart disease, distrib- 
uted by the American Heart Association, may be se- 
cured without charge from the Kansas Heart Asso- 
ciation, 112 West Seventh Street, Topeka. The fol- 
lowing titles are available: Food for Your Heart, 
Heart Disease in Children, Prevention of Rheumatic 
Fever, Varicose Veins, Diagnosis of Congenital Car- 
diac Defects in General Practice, Heart Disease in 
Pregnancy, Returning Cardiacs to Work, Proceedings 
of First National Conference on Cardiovascular Dis- 
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eases, and Classification of Patients with Diseases cf 
the Heart. 


HEALTH INSURANCE BOOKLET PUBLISHED 


The seventh annual revision of the health insur- 
ance brochure published by the Council on Medic:! 
Service of the A.M.A. is now available on reques’. 
In this booklet, “Voluntary Prepayment Medic:! 
Benefit Plans,” each plan is described by summar: 
of benefits, enrollment at the end of 1952, and othe - 
pertinent data. In addition, other types of programs 
are described to give examples of voluntary methoc s 
of insuring some of the costs incident to health car:. 


New WINTHROP-STEARNS FILM 


A new motion picture film in color and sound, illus- 
trating the effectiveness of radiopaque compounds in 
x-ray visualization of the gall bladder and bile ducts, 
has been produced by Winthrop-Stearns, Inc., for use 
by the medical profession. Prints are available for 
showing to medical society groups and hospitals. 

Operative cholangiography and preoperative oral 
cholecystography are demonstrated in detail in the 
film, which was made at the Latter Day Saints Hos- 
pital, Salt Lake City. 


H. DAVIS CHIPPS, M.D., Pathology, Director of Labora- 
tories, Ochsner Clinic and Foundation Hospital, New 
Orleans, Louisiana. 

EDWARD L. COMPERE, M.D., Orthopedics, Professor of 
Bone and Joint Surgery, and Chairman of Department, 
University Medical School, Chicago, IIli- 
nois. 

MURRAY M. COPELAND, M.D.,. Surgery, Professor of 
Oncology, University Medical Center, Wash- 


ington, D. C 

CHARLES C. ‘DENNIE, Dermatology, Professor of 
Dermatology, Kansas Medical School, 
Kansas City, Kansas. 


WILLIAM S. FIELDS, M.D., Neurology, Professor of 
Neurology, Baylor Se College of Medicine, 


Houston, 
LE ynecology, Clinical Professor 
of G of s Southern California Medi- 
hool eles, California. 

w. Medicine, Director of Re- 
‘Clinic ‘and Research Institute, Inc., 


Tucson, Arizona. 
WILLIAM G. LEAMAN, JR., P. Medicine, Professor of 
Medicine and Chairman of Department ‘of Medicine, 


Announcing the Twenty-Third Annual Conference of 


The Oklahoma City Clinical Society 


OCTOBER 26, 27, 28, 29, 1953 


EDWARD M. McCORMICK, M.D., PRESIDENT, AMERICAN MEDICAL ASSOCIATION, TOLEDO, OHIO 
CLINICAL PATHOLOGICAL CONFERENCE 
GENERAL ASSEMBLIES 


ROUND-TABLE LUNCHEONS 
POSTGRADUATE COURSES 
Registration Fee of $20.00 includes all the above features 
For further information, address Executive Secretary, 503 Medical Arts Building, Oklahoma City, Okla. 


Woman’s Medical College of Pennsylvania, Philadelphia, 

Y S. MacNEAL, M.D., Medicine, Associate in Medi- 
cine, Jefferson Medical College, Philadelphia, Penn- 


Ivania. 

LYMAN 1 MASON, M.D., Obstetrics, Clinical Professor of 
Obstetrics and Gynecology, of Colorado 
School of Medicine, Denver, Colorado. 

GEORGE PINESS, M.D., Aller, Associate of 

Medicine, one of Southern California, Los 


ILL J. REEH, , Opht ‘in Ophthat Assistant Clin- 
ical Professor and in almic Pathology, 
Ore wl Medical School, Portland, 

. ROSI, M.D., Surgery, aaa Professor of 
Surgery. Northwestern University, Professor of Surge ™ 
omy Graduate School of Medicine, Chicago, 

FRANCIS SCHWENTKER, M.D., Pediatrics, Professor 
Pediatrics The Johns Hopkins Hospitals, Baltimore, 


HOWARD E. SNYDER, M.D., Lecturer in Sur- 
University of Kansas, Lawren: Kansas. 
Y M. — CE, M.D., Urology, "Clinical Professor of 
Urology and Chairman of Department, 
Medical School of the University of Texas, Dallas, Texas 


INNER MEETINGS 
COMMERCIAL EXHIBITS 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. Victor 4750 
KANSAS CITY, MO. 


SECLUSION MATERNITY 


FAIRMOUNT 
HOSPITAL 


For Unmarried Girls 
Est. 1909 


Private sanitarium with 
certified obstetrician in 
charge. All adoptions 


Write for information arranged through juve- 


nile court. Early en- 
MRS. EVA THOMSON trance advised. 
4911 East 270h St. 
Kansas City, Mo. to reduce expenses. 


The Neurological Hospital 
2625 West Paseo, 
KANSAS CITY, MISSOURI 


* 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, 
Kansas City and St. Joseph for your convenience by— 


GOETZE NIEMER COMPANY 


Management by Dr. W. F. Goetze, member of the American Medical Ass’n, assures intelligent servicing of your orders. 


In Vegetable Gum Sensitivity AR-EX 


When potients are sensitive to vegetable gums (karaya- 
tragacanth, etc.) you can safely suggest AR-EX Wave 
Set. Uses quince seed extract as the mucilaginous agent. 
Does not dry powder or flake off hair. Available either 


Scented or Unscented. 
in 6 oz. bottles at pharmacies 


AR-EX COSMETICS, INC. 1036 W. VAN BUREN ST.,CHICAGO 7, ILL. 


AR-EX 
WAVE SET 


HYPO-ALLERGENIC 


CLINICALLY TESTED 
FOR ALLERGIC PATIENTS 


For children with emotional and behavior problems: 


THE SOUTHARD SCHOOL 


The Menninger Foundation 


Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director 


Topeka, Kansas, Telephone 3-6494 
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Reynolds, R. J., Tobacco Company .................. 


Southwest Scientific Corporation ................46. 452 
University of Kansas School of Medicine .......... XIV 


Washington National Insurance Company ......... 
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Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


TOPEKA Office: 
J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 
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Upjohn 


au less-antigenic 
penicillin: 


nd Ill 


441 Trademark Reg. U. S. Pat. Off. POTASSIUM 


439 Available as: 
i Sterile vials containing 200,000 


XIV units Crystalline Penicillin O DATE DUE 


cover Potassium 


XVI Bottles of 12 buffered tablets, each 
Vill containing 100,000 units Crystal- 


; a line Penicillin O Potassium 


el The Upjohn Company, Kalamazoo, Michigan 
y 
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Oleum 
wire covet 


adequate protection costs so little 


No child need be denied protection against the threat 
of rickets and vitamin A and D deficiencies. 

Mead’s Oleum Percomorphum is a potent, depend- 
able source of vitamins A and D . . . that can be 
administered at a cost of about a cent a oe 

Specify MEAD’S OLEUM PERCOMORPHUM 

. the pioneer product with 18 years of successful 
clinical use. 


Available in 10 cc. and economical 50 cc. 
bottles; also in bottles of 50 and 250 capsules. 


Mead’s Oleum Percomorphum . | 


MEAD JOHNSON & COMPANY ~ EVANSVILLE 21, IND., U.S.A. 
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